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CARING FOR VETERANS IN RURAL AREAS 


THURSDAY, FEBRUARY 26, 2009 

U.S. Senate, 

Committee on Veterans’ Affairs, 

Washington, DC. 

The Committee met, pursuant to notice, at 10:06 a.m., in room 
SR-418, Russell Senate Office Building, Hon. Daniel K. Akaka, 
Chairman of the Committee, presiding. 

Present: Senators Akaka, Murray, Brown, Tester, Begich, Burris, 
Burr, and Johanns. 

OPENING STATEMENT OF HON. DANIEL K. AKAKA, CHAIRMAN, 
U.S. SENATOR FROM HAWAII 

Chairman Akaka. This hearing on Caring for Veterans in Rural 
Areas will come to order. 

Good morning and aloha to all of you. I want to extend my 
warmest welcome to our Committee Members — it is good to see 
Senator Tester here early — and also to welcome our witnesses vis- 
iting the Nation’s capital from small communities as close as south- 
ern Virginia and as far away as Montana. Today’s hearing brings 
together small communities with VA to discuss the health care 
problems our newest veterans face when they return to homes in 
rural areas. 

Many of our veterans live in small towns and communities. This 
includes a large number of Guard members and Reservists, who 
have been such a big part of the wars in Iraq and Afghanistan. 
Members of the Guard and Reserve face challenges different from 
their active-duty counterparts, who return to military bases with 
the support of their unit with programs geared toward re- 
acclimating them to life outside of the combat zone. 

When a Guardsman or Reservist returns home, he or she can be 
isolated from their unit and must reintegrate without a strong VA 
or DOD presence or support system. Frequently, these service- 
members live up to and beyond, 50 miles from their home base. 

When health care is needed, a rural community may not have 
providers who offer mental health services like group counseling or 
therapy. The doctors may not be familiar with treating combat-re- 
lated disorders. 

Nevertheless, we have an obligation to care for all our veterans 
in need, regardless of location. We must ensure that adequate re- 
sources are available in our small communities, and that VA en- 
gages fully with local health care providers. Every resource must 
be united in the effort to care for our wounded warriors, be it a 
community hospital or VA clinic. When there is no VA presence 
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available, this may mean paying community providers for the rea- 
sonable costs of care. 

As a Committee, we will be focusing much effort on improving 
veterans’ health care in rural areas, and I welcome any new ap- 
proaches to meet this goal. 

I also want to tell you that I just had a conversation with Sec- 
retary Shinseki before coming into the room. We discussed the pro- 
posed VA budget. I must say that with the little detail we do have, 
it is positive. I can tell you that there will be an increase in the 
veterans’ budget that will be proposed by the President to the VA 
and to Secretary Shinseki. And let me say that it is a step in the 
right direction. It is an increase. We are looking at about 15 per- 
cent, but it is a step in the direction of the needed resources. 

The President’s budget and its discretionary authority increases 
health care funding by $5 billion over last year’s budget, so that 
is a good step. And I am looking forward to seeing more of the 
President’s proposal in the days and weeks to come. And we do, of 
course, have VA’s budget hearing scheduled for March 10th. 

So let me call on Senator Tester for his opening statement. 

STATEMENT OF HON. JON TESTER, 

U.S. SENATOR FROM MONTANA 

Senator Tester. Thank you. Chairman Akaka. I appreciate your 
holding this hearing today, and I want to thank the distinguished 
witnesses who are here today to discuss health care and the chal- 
lenges faced by veterans living in rural communities. 

I also want to recognize Matthew Kuntz. Matthew is an attorney 
from Helena, Montana. He gave up his practice as an attorney to 
serve as Executive Director of the National Alliance on Mental Ill- 
ness, NAMI, in Montana, and this happened after his step-brother 
committed suicide. I have been very, very fortunate over the last 
couple of years to get to know Matt, and I believe he adds a very 
important voice to this story. 

Matt’s brother was an Iraqi war veteran suffering from combat- 
related PTSD, and I want to thank him personally for his leader- 
ship and his advocacy on this issue. His outreach has been a life- 
line for Montana veterans and their families. We appreciate your 
courage. Matt, and the perspective that you will bring to this Com- 
mittee today. 

This is not an easy topic, but we must continue to address com- 
bat-related mental illness and the devastating effects that it can 
have on veterans, because if it is not properly identified and expe- 
ditiously treated, the problems do not get better. They get worse. 

Again, I want to thank you for coming and thank you for bring- 
ing awareness from a Montana perspective. 

Montana has a large population of Native American veterans. 
This is a special group of veterans that is disproportionately af- 
fected by service-connected health conditions. Their access to pri- 
mary and mental health care is further limited by distance, it is 
underfunded and often provided by inadequate community health 
care services through the IHS. We need to do better there. 

Next month, I intend to reintroduce the Rural Veterans Health 
Improvement Act. I will work with my colleagues and the Chair- 
man on this Committee to be sure that this bill includes a section 
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on improving the VA’s work with IHS, because I think we all know 
that the relationship as it stands is not working properly. We did 
not have anything on the VA-IHS relationship last time, but I be- 
lieve we need to address it. 

Veterans who reside in frontier communities like Montana are at 
greater risk of adverse health outcomes. They cannot wait weeks 
for a VA appointment in a city hundreds of miles away with a doc- 
tor that they have never seen or who has no knowledge of their 
medical history. In many instances, the primary care setting, 
whether it is in the CBOCs or some kind of private provider in the 
local community, becomes the de facto mental health care delivery 
system for these individuals. 

More than 40 percent of the patients with mental health con- 
cerns initially seek care in the primary care setting, and I believe 
we have to take a look at this because the primary care setting pro- 
vides a valuable opportunity to improve access to mental health 
services. 

I believe there is a greater opportunity for the VA to collaborate 
and support primary care settings in local communities. If the VA 
cannot provide timely, targeted access for veterans in rural areas, 
whether for mental health or for physical injuries suffered in serv- 
ice to our Nation, then they must expand and build upon resources 
in the local community with an eye toward improving access, com- 
munications, and follow-up. 

Again, I appreciate, Mr. Chairman, your calling this hearing, and 
I appreciate the opportunity to hear from the witnesses as we 
progress today. Thank you. 

Chairman Akaka. Thank you very much. Senator Tester. I want 
to mention that you are regarded as a leader here on rural health, 
so we are so glad to have you as a Member of this Committee. 

Let me call on Senator Burr for his opening statement. 

STATEMENT OF HON. RICHARD BURR, RANKING MEMBER, 
U.S. SENATOR FROM NORTH CAROLINA 

Senator Burr. Aloha, Mr. Chairman. 

Chairman Akaka. Aloha. 

Senator Burr. I think it is evident to all of us that Senator 
Tester got his hair cut while he was gone. He desperately needed 
it at the last hearing. I just want to point that out. [Laughter.] 

Mr. Chairman, I want to thank you for this hearing and good 
morning to our witnesses. 

About one-third of all veterans enrolled for VA health care live 
in rural communities as defined by the Census Bureau. Many of us 
can point to large portions of our States that have limited access 
to health care, and North Carolina is no exception to that. I am 
convinced we must tackle this problem, and I am eager to hear 
what the witnesses from VA are doing to solve it. 

I am pleased that in recent years the VA has continued to ex- 
pand its presence of outpatient clinics in rural communities. VA 
has opened over 100 new community-based outpatient clinics in the 
past 5 years. I have had the pleasure of attending several VA clinic 
openings in North Carolina over the last couple of years. We have 
four more that will open within the next 2 years. These clinics will 
cut down on lengthy travel times and hopefully encourage veterans 
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to get the essential primary care and basic mental health services 
that they might not otherwise seek. 

Let me add at this point, Mr. Chairman, it is my intention to 
bring to this Committee, hopefully, a new model program for rural 
markets where we consider collocating VA outpatient clinics in 
with federally chartered community health centers, where we share 
the footprint of a delivery point and, potentially at least, share the 
technology components of X-ray, copiers, the things that we do not 
need to duplicate; and we will work out the professional staff if 
there is any sharing along those lines. But I think it is time that 
we begin to think outside of the box for how we increase the num- 
ber of points that deliver health care — facing the reality that if we 
are unsuccessful at doing that, we will never accomplish the level 
of primary care that is needed to make sure that our veterans are 
not, in fact, inpatient fatalities within the system. 

Along with these new clinics is the opportunity to expand our use 
of telemedicine. That technology now permits remote consultations 
and even some medical procedures or examinations to occur in the 
comfort of a patient’s own home, which I would say we have done 
with great success thus far. 

As this technology continues to improve, it will open the doors 
to deliver more care to more veterans in remote areas. 

Finally, access to care for rural veterans raises the potential to 
work in coordination with health care providers in rural areas, as 
I have said, and this is a tremendous area of interest to veterans 
who live in these rural areas and are faced with the decision of how 
to get from where they live to a delivery point when travel seems 
to be their number 1 concern. 

Last year Congress passed legislation to test this concept with a 
pilot program allowing the VA to team up with community pro- 
viders for the care of veterans who live far away from VA facilities, 
and I look forward to hearing how those pilot programs are going. 

Mr. Chairman, again, I thank you again for calling this impor- 
tant hearing. I do not believe that there is any area of greater con- 
cern than how we address the delivery of health care in rural 
America, particularly as we continue to see the demographic shift 
that is happening in this country. I go into this with the realization 
that many of those retired veterans are choosing North Carolina to 
be their home and that we cannot possibly, without the right 
amount of attention in rural markets, understand how we are 
going to service this population, regardless of which State they 
choose, unless we are willing to tackle new ways to deliver health 
care in the rural areas of this country. 

I thank the Chair. 

Chairman Akaka. Thank you very much. Senator Burr. 

Let me call now on Senator Burris for his opening statement. 

STATEMENT OF HON. ROLAND W. BURRIS, 

U.S. SENATOR FROM ILLINOIS 

Senator Burris. Thank you, Mr. Chairman, and I want to thank 
the witnesses for appearing here as well. 

Mr. Chairman, over the break I was not able to go to a rural VA 
hospital, but I visited the most modern one up in Great Lakes in 
northern Illinois, and I was impressed with the move to combine 
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the medical services from the naval base over at Great Lakes with 
the veterans hospital. They are doing this as the only program in 
the country that is trying to do complete service with DOD and 
with the VA. The hospital administrators are all excited about it. 
The Navy leadership is all excited about it. But it is not getting 
to our rural communities, and we have rural communities in Illi- 
nois as well. 

As you all may know, there was that one incident in Illinois 
where that one doctor created a lot of problems for some veterans, 
and I understand that that has really been taken care of. But we 
have to be concerned about how they get access to health care. And 
when you see that 39 percent of the veterans enrolled in the VA 
health care system reside in rural areas, the model we have for 
providing care to veterans via large hospitals and clinics does not 
make sense in areas of low population density. We must find new 
ways to serve our rural veterans. And I hope a newly created Office 
of Rural Health and those clinics will find ways to eliminate the 
discrepancies in the care between urban, suburban, and rural vet- 
erans. 

There are some urgent issues right now that we must face, and 
we must solve them on behalf of the members who gave their all 
for us to be safe in this great democracy. We cannot forget them. 
We cannot let them suffer. We must take care of them. 

Thank you very much, Mr. Chairman. 

Chairman Akaka. Thank you very much. Senator Burris. 

Senator Begich, your opening statement, please. 

STATEMENT OF HON. MARK BEGICH, 

U.S. SENATOR FROM ALASKA 

Senator Begich. Thank you, Mr. Chairman. I am going to be, as 
usual, brief, and say thank you. I am looking forward to your com- 
mentary. There is no State more rural than Alaska, and how you 
deliver health care systems up there causes grave concerns. 

I appreciate Senator Burr’s comment regarding delivery to rural 
communities. 

I like pilot ideas, but I like aggressive approaches. I think the 
system has to change dramatically, especially in Alaska, in how we 
partner with, for example, some of the best health care that is of- 
fered in regards to our Native health care systems that are all 
throughout the State of Alaska. And I know there are a couple 
ideas that are being kicked around. They are kind of jammed up 
a little bit, from what I understand. I am looking forward to seeing 
a long-term, aggressive approach in especially what I would con- 
sider the most rural of rural States in this country and how you 
deliver health care systems. 

So, I am looking forward to your testimony. I know we are going 
to be voting at 10:30. I do not know how this will all work, but I 
am looking forward to it. If I miss it, I am anxious to hear from 
both of you at a later time. 

Chairman Akaka. Thank you. Senator Begich. 

Senator Brown? 
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STATEMENT OF HON. SHERROD BROWN, 

U.S. SENATOR FROM OHIO 

Senator Brown. Thank you, Mr. Chairman, and thank you to the 
witnesses for being here and for your public service. Thank you. 

In my State of Ohio, of 11 million people, there are more than 
1 million veterans, and that number is growing rapidly, of course, 
as men and women return from Iraq, Afghanistan, and other de- 
ployments. These brave men and women were made a solemn 
promise that if they defended our country, we would provide them 
with services they have earned and they deserve. 

Veterans in rural America and rural Ohio face barriers, as others 
have pointed out, to healthy transition to civilian life. From a lack 
of access to VA facilities to a lack of VA reimbursement for commu- 
nity hospitals, rural veterans are struggling to regain a healthy 
life. That is why this hearing is so important, and I thank the 
Chairman for doing this. 

Last year I held a joint field hearing with Congressman Zack 
Space — now a two-term Member from Ohio — which examined 
issues facing veterans in Appalachia, Ohio. During the hearing I 
heard from Terry Carson, the CEO of Harrison Community Hos- 
pital, a 25-bed community hospital that serves the small village of 
Cadiz — the boyhood home of both Clark Gable and General George 
Custer, I might add. I asked Mr. Carson to testify after receiving 
a letter from him describing the enormous financial strain that 
small community hospitals experience when they provide urgent 
care for veterans, despite knowing the hospital may not receive VA 
reimbursement. 

After hearing Mr. Carson’s story and that of other community 
hospitals treating rural veterans, I introduced and this Congress 
enacted the Veterans Emergency Care Fairness Act of 2007 that 
requires the VA to reimburse community hospitals for all care a 
veteran receives before that veteran is transferred to another VA 
facility. 

But that act addresses just one issue that confronts veterans in 
rural areas. Today’s hearing examines important issues of recruit- 
ment of physicians in rural communities, strengthening telemedi- 
cine resources to compensate for the shortage of providers in rural 
communities, and other ways to ensure a concerted effort to pro- 
vide adequate health care for our veterans. 

Much work needs to be done. Veterans, whether living in Cadiz 
or Cleveland, deserve access to the quality health care that honors 
their sacrifice. 

Thank you, Mr. Chairman. 

Chairman Akaka. Thank you very much. Senator Brown. 

Senator Murray? 

STATEMENT OF HON. PATTY MURRAY, 

U.S. SENATOR FROM WASHINGTON 

Senator Murray. We do have a vote in just a couple minutes, so 
I will put my opening remarks into the hearing record. And I would 
just say that I think this is a critical, critical hearing, and I look 
forward to your testimony and the opportunity to talk to all of our 
witnesses today about how we are going to address these needs. 
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Mental health is something that I have talked about for a long 
time. Concerning mental health needs, it is very hard in rural com- 
munities when we expect people to drive miles and miles, hours at 
a time, to get the help they need. It just does not happen. 

So, we have a lot of work ahead of us, and I am concerned 
about — as all of our colleagues have talked about — what we can do 
to make sure that we are taking care of our veterans wherever 
they live. I look forward to this hearing. 

Thank you very much. 

[The prepared statement of Senator Murray follows:] 

Prepahed Statement of Patty Murray, U.S. Senator from Washington 

Mr. Chairman, Senator Burr, thank you very much for holding today’s hearing to 
assess how well the VA is caring for veterans in rural areas. 

Before I begin, I want to thank today’s witnesses for coming here to testify. And 
I look forward to hearing from them shortly. 

Mr. Chairman, as you know, about 40 percent of all veterans who use the VA 
health care system today live in rural areas. And that’s true of nearly half of the 
servicemembers in Iraq and Afghanistan now. 

But making sure those veterans can access care is one of the many problems we’re 
still struggling to address. 

The VA has done a tremendous amount of work to increase access in rural areas 
by establishing: 

• new Community Based Outpatient Clinics — or CBOCs, 

• Vet Centers, and 

• Mobile Medical Units. 

But we still have gaps in our ability to reach veterans who need care. And I can 
tell you that it’s one of the most common complaints I hear from veterans from my 
home state of Washington. 

Many tell me they have to drive several hours — through snowy and icy conditions 
in the winter time — just to see their doctor and get basic care. 

As you know, many of our veterans are getting up there in age, and this is a real 
strain on their health — and on their finances. Unfortunately, the result is that many 
of them end up putting off preventive — and sometimes even necessary — treatment. 
And that’s taking a real toll on their health. 

The VA’s studies have found that rural veterans are in poorer health than those 
living in urban areas where care is more accessible. 

Congress and the VA have recognized the problem, and we’ve taken some 
proactive steps to correct this injustice: 

• We created an Office of Rural Health within the VA to improve the delivery of 
care to rural veterans. 

• We increased the mileage reimbursement to 41.5 cents per mile so that travel 
is more affordable. 

• We increased outreach efforts to make sure more veterans are informed about 
their health care and benefits. 

• We’re taking advantage of new technology, like telemedicine, to compensate for 
the shortage of providers in rural areas. 

• And we’ve created more CBOCs. The CBOCs in my home state have made a 
big difference for veterans on the Olympic Peninsula and in the city of Wenatchee. 
And we’re looking forward to the permanent opening of the Northwest Washington 
CBOC as well. 

But while each of these steps has been a significant improvement over the past, we 
still have work to do. Among other things, I want to make sure the VA’s Office of 
Rural Health has the resources to meet its full potential. And I also want to ensure 
our rural veterans can get access to the best mental health care possible. 

As many of us from rural states know, it can be very difficult to access to mental 
health care when you live miles from the nearest big city. 

And so from recruiting and retaining health care providers in rural VA facilities — 
to monitoring and managing the quality of care provided in non-VA facilities — the 
challenges are complex. 

And, while I realize there simply is not a silver bullet solution, we need to keep 
thinking about creative solutions to this serious problem. 

So today, I look forward to hearing from our witnesses about their experiences 
and the steps they’re taking to improve the care of our veterans living in rural 
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areas. I hope this discussion will help us develop new ideas to make sure all of our 
veterans can get the care they have earned. 

And again, I thank you, Mr. Chairman, for holding this hearing. 

Chairman Akaka. Thank you very much, Senator Murray. 

As you know, we are expecting a roll call on the floor, but in the 
meantime, let me welcome our first panel of witnesses. We will 
hear first from Kara Hawthorne, Director of the Office of Rural 
Health for Virginia. The Office of Rural Health was created by 
Public Law 109-461 to address the needs of our rural veterans. We 
will hear today how her office has been addressing these needs. 

Second, we will hear from Dr. Adam Darkins, who runs VA’s 
telehealth program. 

I want to thank you all for joining us today. Your full statements 
will appear in the record, and, Ms. Hawthorne, before we have the 
vote on the floor, please proceed with your statement. 

STATEMENT OF KARA HAWTHORNE, DIRECTOR, OFFICE OF 

RURAL HEALTH, VETERANS HEALTH ADMINISTRATION, U.S. 

DEPARTMENT OF VETERANS AFFAIRS 

Ms. Hawthorne. Good morning, Mr. Chairman and Members of 
the Committee. I am delighted to be here today to talk to you about 
the very important work that VA is doing to enhance the care de- 
livery to veterans who live in rural and highly rural areas. I would 
like to request that my written statement be submitted for the 
record. 

Let me begin by saying that we know rural health is a difficult 
national health care issue. Veterans and other citizens face a num- 
ber of challenges. But VA has aggressively pursued a national 
strategy of outreach to ensure that veterans, regardless of where 
they live, can access the expertise and experience of one of the best 
health care systems in the Nation. In partnership, I know that 
Congress and VA can do even more. We do deeply appreciate your 
support and interest in this area, and we are happy to report that 
portions of the $250 million included in this year’s appropriation 
have already been distributed to the field to support new and exist- 
ing projects. 

In January, VA provided almost $22 million to VISNs across the 
country to improve services for rural veterans. VA’s Office of Rural 
Health, or ORH for short, has allocated another $24 million to sus- 
tain fiscal year 2008 programs and projects, including the Rural 
Health Resource Centers, Mobile Health Care Clinics, Rural Out- 
reach Clinics, VISN Rural Consultants, mental health and long- 
term care projects, and rural home-based primary care. 

Another project supported by Congress is Section 403 of Public 
Law 110-387. This section requires VA to conduct a pilot project 
that would provide non-VA care for highly rural enrolled veterans 
in five VISNs. VA is working to implement this pilot while resolv- 
ing two questions. 

First, we must reconcile how VA has traditionally defined “highly 
rural” and how the statute defines it. VA’s data has been struc- 
tured based upon our definitions using drive times, and we are cur- 
rently analyzing that data to develop a new baseline assessment 
using mileage. 
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Second, VA must develop a regulation to define the “hardship 
provision” in Section 403(h)(2)(B). We have been active in our de- 
velopment of an implementation plan, and once that assessment 
and the regulatory process are complete, VA will identify qualifying 
communities and local providers willing and able to participate. VA 
staff is available to meet with Members of the Committee or staff 
to discuss additional ways forward. 

ORH’s primary mission is to address the needs of rural veterans 
and improve access and quality of care, and its mission is in our 
mind at all times. VA understands that veterans can only use our 
services if they know about them, so VA has initiated a Veterans 
Call Center that has been reaching out to OEF/OIF veterans from 
all parts of the country to inform them of their benefits and ask 
if they need any help. ORH will be reviewing the Call Center’s 
work to determine what more we can do for rural veterans. 

We are also in close collaboration with HHS to address the needs 
of the OFF/OIF veterans by coordinating seamless referrals from 
community health centers to VA medical centers and sharing VA’s 
wealth of educational material. 

One of the most significant health care challenges in rural and 
highly rural areas is the shortage of health care providers, particu- 
larly specialty care providers. VA is working diligently to develop 
and implement creative solutions that will provide incentives and 
opportunities to bring qualified health care providers to these 
areas. 

For example, we are currently 1 year into a 3-year pilot for VA’s 
Travel Nurse Corps, which is designed to improve recruitment, de- 
crease turnover, and maintain high standards of patient care. Addi- 
tionally, VHA Office of Health Care Retention and Recruitment is 
establishing a national contract for retained search firms and is 
hiring recruiters who will focus on rural areas. VA also continues 
to grow education debt reduction and recruitment, retention, and 
relocation programs. 

The Office of Rural Health embraces technology as an essential 
component for expanding care and increasing access for rural vet- 
erans, and we are identifying new ways to collaborate with the 
community. In coordination with VA’s Office of Information and 
Technology and VHA’s Office of Health Information, we are explor- 
ing opportunities to exchange information with non-VA providers 
through the use of the Nationwide Health Information Network. 

Another innovative approach that has been piloted uses text 
messaging to help veterans send their home-based blood pressure 
readings to their clinicians. Researchers found that veterans who 
use this method achieve their blood pressure goals 2 weeks sooner 
than those using other methods. 

My HealtheVet is another example of technology at work. It of- 
fers veterans access to the personal health record anytime, any- 
where. Veterans access My HealtheVet through an Internet-based, 
secure, and convenient portal that allows veterans to renew and re- 
fill prescriptions online, review medical information, self-report 
their clinical data, schedule and view appointments, and view 
wellness reminders. ORH will ensure that My HealtheVet meets 
the needs of rural veterans and directly supports their care. 
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My colleague Dr. Darkins will discuss the important role that 
telehealth plays in harnessing technology for improved access for 
rural veterans as well. 

Mr. Chairman and Committee Members, the VA’s Office of Rural 
Health is working with every available partner to coordinate and 
support programs aimed at increasing access for veterans in rural 
and highly rural communities. Let me conclude by assuring you 
that we share your passion for this effort, and we are prepared to 
address any questions that you may have. 

[The prepared statement of Ms. Hawthorne follows:] 

Prepared Statement of Kara Hawthorne, Director, Office of Rural Health, 
Veterans Health Administration, Department of Veterans Affairs 

Good morning, Mr. Chairman. Thank you for the opportunity to discuss the De- 
partment of Veterans Affairs’ (VA’s) work to enhance the delivery of health care to 
Veterans in rural and highly rural areas. This is an issue of significant importance 
to the Department and we look forward to working together with the Committee in 
the coming session to ensure Veterans in geographically remote areas receive the 
care they have earned through service to our country. 

On behalf of the Secretary and the Under Secretary for Health, I’d like to wel- 
come the newest Members of the Committee: Senator Mark Begich, from Alaska; 
Senator Roland Burris, from Illinois; and Senator Mike Johanns, from Nebraska. 
Each of you represents a state that is home to rural Veterans and I know this hear- 
ing will cover a topic of great import to you. We are very interested in hearing your 
ideas and concerns on this issue today and on others on future occasions. 

As the Secretary has said, rural health is a difficult national health care issue. 
Veterans and others who reside in rural areas face a number of challenges associ- 
ated with health care. The published literature suggests that greater travel dis- 
tances and financial barriers to access can negatively impact care coordination for 
many rural Veterans. VA has pursued a national strategy of outreach to ensure Vet- 
erans, regardless of where they live, can access the expertise and experience of one 
of the best health care systems in the country. In partnership, Congress and VA can 
do even more. We deeply appreciate Confess’ support and interest in this area, and 
we are happy to report portions of the $260 million included in this year’s appro- 
priation have already been distributed to the field to support new and existing 
projects. 

VA’s rural health strategy reflects the insight and counsel of experts both inside 
government and out. Our approach is four-fold: 

• First, we have created an Office of Rural Health that coordinates efforts in pro- 
grams across the Veterans Health Administration to reduce redundancy and dis- 
seminate best practices; 

• Second, we are leveraging existing resources in communities across the land to 
raise VA’s presence through Outreach Clinics, fee-basis and contracting, and mobile 
vans; 

• Third, we are actively addressing the shortage of health care providers through 
recruitment and retention efforts; and 

• Finally, we are harnessing technology to remove barriers to care and bring the 
best experts in the world to every corner of the country, and to empower Veterans 
as active participants in their health care through telehealth, which my colleague, 
Dr. Darkins, will address in his statement. 

Before I begin discussing these issues in greater detail, I would like to share with 
you how VA defines urban, rural, and highly rural as categories. Our definitions are 
based on the U.S. Census Bureau’s definition, which designates areas down to the 
census block level. The Census Bureau defines urban as all territory, population, 
and housing units within an urbanized area or an urban cluster. An urbanized clus- 
ter consists of a core census block group or blocks that have a population density 
of at least 1,000 people per square mile and surrounding census blocks that have 
an overall density of at least 500 people per square mile. Urban clusters are found 
in small towns surrounded by a lower density population. Urbanized areas consist 
of contiguous densely settled block groups that along with adjacent densely settled 
census blocks together encompass a population of at least 50,000 people. VA defines 
urban enrollees as any enrollees who are located within a Census-defined urbanized 
area. Rural enrollees are any enrollees not designated as urban (including those 
who live within urban clusters), while highly rural enrollees reside in counties with 
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fewer than seven civilians per square mile. Based on VA’s definitions, approximately 
60 percent of enrolled Veterans reside in urban areas, while approximately 37 per- 
cent reside in rural areas. Fewer than two percent reside in highly rural areas. 

OFFICE OF RURAL HEALTH 

VA’s Office of Rural Health (ORH) was authorized by §212 of Public Law 109- 
461 and empowered to coordinate policy efforts across VHA to promote improved 
health care for rural Veterans. One of the mandated functions of ORH includes the 
designation in each Veterans Integrated Service Network (VISN) of Rural Consult- 
ants who are responsible for consulting on and coordinating the discharge of ORH 
programs and activities in their respective VISN for veterans who reside in rural 
areas. These consultants are enhancing service delivery to Veterans residing in 
rural areas and will lead activities in building an ORH Community of Practice, 
which will facilitate information exchanges and learning within and across VISNs, 
while providing a crucial link between ORH and VISNs. The authorizing legislation 
required each VISN identify a Consultant; VA is currently conducting a pilot pro- 
gram in eight VISNs with full-time consultants to determine if this staffing level 
is more appropriate than a part-time position. The VISN Rural Consultant Pilot 
Project facilitates information exchanges and learning across VISNs and to VA Cen- 
tral Office. The Pilot collaborates with local communities through outreach, edu- 
cation and other activities to ensure Veterans’ access to quality care reflect local 
needs and conditions; each rural area is different and there is no “one size fits all” 
strategy we can adopt. Consequently, our Pilot is focused on engaging the VISNs 
in rural planning efforts to properly allocate resources and to support complemen- 
tary efforts. 

In addition, VA has created a 13-member VA Rural Health Advisory Committee 
to advise the Secretary on issues affecting rural Veterans. This panel includes 
strong advocates for the needs of Veterans in rural areas. It includes physicians 
from rural areas. Veterans, and experts from government, academia and the non- 
profit sectors. Earlier this month, Secretary Shinseki appointed Dr. Susan Karol, 
from the Indian Health Service, as an ex officio member on the Advisory Committee. 
We welcome Dr. Karol’s appointment and the expertise she will bring. The Advisory 
Committee will meet in Phoenix on March 3 and 4. A primary focus is to support 
collaborations with non-VA organizations, and in this regard, VA is making remark- 
able progress. VA has conducted outreach and developed relationships with the De- 
partment of Health and Human Services (including the Office of Rural Health Policy 
and the Indian Health Service), other agencies and academic institutions committed 
to serving rural areas. VA has also reached out through ORH to other government 
and non-governmental organizations, including the National Rural Health Associa- 
tion, the National Organization of State Offices of Rural Health, the National Insti- 
tute of Mental Health Office of Rural Mental Health, the National Cooperative 
Health Networks, the Rural Health Information Technology Coalition, the Rural As- 
sistance Center, the Rural Health Resource Center, the Georgia Health Policy Cen- 
ter, various rural health research centers, and other organizations to further assess 
and develop potential strategic partnerships. ORH is working in close collaboration 
with the Department of Health and Human Services to address the needs of Oper- 
ation Enduring Ereedom/Operation Iraqi Freedom (OEF/OIF) Veterans to coordinate 
services with the Department of Health and Human Services’ Health Resources and 
Services Administration Community Health Centers. These initiatives include a 
training partnership, technical assistance to Community Health Centers and a 
seamless referral process from Community Health Centers to VA medical centers. 

VA opened three Rural Health Resource Centers at the start of this Fiscal Year. 
These centers develop special practices and products for use by facilities and net- 
works across the country. The eastern Center is located at the White River Junction 
VA Medical Center in Vermont; the Central Center is at the Iowa City VA Medical 
Center in Iowa; and the Western Center is at the Salt Lake City VA Medical Center 
in Utah. Each Resource Center is appropriately staffed with administrative and 
clinical personnel who are identifying disparities in health care for rural Veterans. 
They are also developing processes and measures of health care outcomes to evalu- 
ate and pursue the most effective programs and direct resources accordingly. These 
Centers essentially serve as field-based clinical laboratories capable of experi- 
menting with new outreach and care models. They also serve a crucial function in 
enhancing academic affiliations with nursing and medical schools and help promote 
direct outreach to Veterans. 

In January, VA provided almost $22 million to VISNs across the country to im- 
prove services for rural Veterans. This funding is part of a two-year program and 
will focus on projects including new technology, recruitment and retention, and close 
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cooperation with other organizations at the Federal, state and local levels. Funds 
will be used to sustain current programs, establish pilot programs and establish 
new outpatient clinics. VA distributed resources according to the proportion of Vet- 
erans living in rural areas within each VISN; VISNs with less than three percent 
of their patients in rural areas received $250,000, those with between three and six 
percent received $1 million, and those with six percent or more received $1.5 mil- 
lion. ORH has allocated another $24 million to sustain Fiscal Year 2008 programs 
and projects, including the Rural Health Resource Centers, Mobile Clinics, Outreach 
Clinics, VISN Rural Consultants, mental health and long-term care projects, and 
rural home based primary care. ORH convened a workgroup of VISN and Program 
Office representatives to plan for the allocation of the remaining funds. Earlier this 
month, ORH distributed program guidance to VISNs and Program Offices con- 
cerning allocation of the remaining funds as early as May to enhance rural health 
care programs. 

VA’s ORH, in its short time in existence, has produced a number of programs that 
are actively improving the delivery and coordination of health care services to rural 
Veterans. Some examples include: 

• Expanding VA’s existing Home Based Primary Care and Medical Foster Home 
programs (part of VA’s Community Residential Care Program) into rural VA facili- 
ties with startup funding for Fiscal Year 2008 and partial funding for Fiscal Year 
2009; 

• Developing the “Geri” scholars program, in collaboration with VHA’s Office of 
Geriatrics and Extended Care, to target VA geriatric providers in rural areas and 
provide them with an intensive course in geriatric medicine and a tailored training 
program on providing geriatric medicine in rural VA clinics with curricula and sup- 
portive activities based on a needs assessment of each participant; 

• Developing tbe “Idea Award” to reach beyond tbe Veterans Rural Health Re- 
source Centers so additional staff and program offices can participate in pilot 
projects, studies and analyses, as appropriate; and 

• Building relationships with complementary Federal or non-Federal programs 
and organizations, as described above. 

One area of particular importance to ORH is American Indian/Alaska Native, Na- 
tive Hawaiian and Pacific Island Insular Area Veterans. The VISN Tribal Veterans 
Representative Program is an inter-agency initiative between the Indian Health 
Services, Tribal Health Services, Community Health Centers, and Veterans Service 
Organizations. The Program was developed to provide outreach and open commu- 
nication to Veterans in extremely rural and underserved areas, especially the Amer- 
ican Indian/Alaska Native, Hawaiian Native, and Pacific Island Insular Area popu- 
lations. The Program trains individuals on outreach techniques to assist, facilitate 
and encourage Veterans to access the full range of VA benefits they earned through 
service. There are approximately 185 Tribal Veterans Representatives throughout 
the Nation working with Veterans and their families. 

While Dr. Darkins will address telehealth and its unique benefits for rural Vet- 
erans, other technologies are also paving the way for easier access and better qual- 
ity care. Rural communities have limited capital for health information technology 
investment, and the likelihood for rapid changes in technology and the absence of 
national technical standards pose additional challenges. Health information ex- 
changes or regional health information organizations have been created in many lo- 
calities to test the electronic exchange of protected health information, and VA is 
establishing connections with these successful networks. 

Possibly VA’s most promising expansion is My HealtheVet, which offers Veterans 
access to their personal health record any time, an3rwhere. This program was first 
launched in 2003. Veterans access My HealtheVet through an internet-based, secure 
and convenient portal that allows Veterans to improve their individual health 
through direct access. Access to this information helps the Veteran and the Vet- 
eran’s providers, whether in VA or elsewhere. 

Veterans can renew and refill prescriptions online, review medical information, 
self-report clinical data, schedule and view appointments and view wellness remind- 
ers. My HealtheVet reduces duplicate testing and increases our ability to prevent 
conditions from becoming worse by managing chronic diseases and adhering to evi- 
dence-based practices for quality care. ORH is working to ensure My HealtheVet 
meets the needs of rural Veterans and aids in their coordinated care. 

COMMUNITY RESOURCES 

VA recognizes that local problems require local solutions, and by identifying the 
resources already available, we can work together with each community to tailor so- 
lutions to their needs. We also understand Veterans can only use our services when 
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they know about them. To that end, VA began a Veteran Call Center Initiative in 
May 2008 to reach out to OEF/OIF Veterans from all parts of the country who sepa- 
rated between FY 2002 and July 2008. The Call Center representatives inform Vet- 
erans of their benefits, including enhanced health care enrollment opportunities and 
to see if VA can assist in any way. This effort initially focused on approximately 
15,500 Veterans VA believed had injuries or illnesses that might need care manage- 
ment. The Call Center also contacted any combat Veteran who had never used a 
VA medical facility before. Almost 38 percent of those we spoke with requested in- 
formation or assistance as a result of our outreach. The Call Center Initiative con- 
tinues today, focusing on those Veterans who have separated since September 2008. 
ORH will be reviewing the work of this and other Call Centers to determine what 
VA can do to reach out more effectively to rural Veterans. 

Community based outpatient clinics (CBOCs) have been the anchor for VA’s ef- 
forts to expand access to Veterans over the last ten years. CBOCs have proven to 
be instrumental in greatly improving access to high quality care in a cost-effective 
manner. Our most recent strategic planning guidance focused specifically on under- 
served areas, which are defined as those where less than 70 percent of enrollees are 
within the access drive time guidelines for primary care; these guidelines are within 
30 minutes for urban and rural Veterans and within 60 minutes for highly rural 
areas. 

Beyond our CBOCs, VA utilizes rural outreach clinics that offer services on a 
part-time basis, usually a few days a week, in rural and highly rural areas where 
there is insufficient demand or it is otherwise unfeasible to establish a full-time 
CBOC. The clinics offer primary care, mental health services and specialty referrals. 
Each rural outreach clinic is part of a VA network and maintains VA’s quality 
standards. Veterans can use rural outreach clinics as an access point for referrals 
to larger VA facilities for specialized needs. Last September, VA announced the 
opening of 10 new Rural Outreach Clinics this Fiscal Year. 

Vet Centers also provide services and points of access to Veterans in rural com- 
munities. Vet Centers welcome home Veterans with honor by providing quality re- 
adjustment counseling in a supportive, non-clinical environment. By the end of FY 
2009, VA will have 271 Vet Centers and 1,526 employees to address the needs of 
Veterans; any county in the country with more than 50,000 Veterans will have serv- 
ices available through a Vet Center. A fleet of 50 Mobile Vet Centers are being put 
into service this year and will provide access to returning Veterans and outreach 
to demobilization military bases. National Guard and Reserve locations nationally. 

VA recently announced a Mobile Health Care Pilot Project in VISNs 1, 4, 19, and 
20. These vans will be concentrated in 24 predominately rural counties, where pa- 
tients would otherwise travel long distances for care. VA is focusing on counties in 
Colorado, Maine, Nebraska, Washington, West Virginia and Wyoming. This Pilot 
will collaborate with local communities in areas the vans visit to promote continuity 
of care for Veterans. It will also allow us to expand our telemedicine satellite tech- 
nology resources and is part of a larger mobile asset work group. ORH is developing 
evaluation methodologies and measures to determine the effectiveness of this pro- 
gram and to identify areas for improvement. 

Section 107 of Public Law 110-387 directs VA to conduct a pilot program in at 
least three VISNs to evaluate the feasibility and advisability of providing OEF/OIF 
Veterans with peer outreach and support services, readjustment counseling services, 
and other mental health services through arrangements with, among others, com- 
munity mental health centers. VA’s Office of Mental Health Services and the ORH 
are in the process of implementing this pilot program. The pilot will be conducted 
in a number of stages evaluating, in turn, the identification of rural areas that are 
beyond the reach of VA’s mental health services for Veterans but have other mental 
health providers capable of providing high quality services; the willingness and ca- 
pability of these entities for providing outreach and treatment services for returning 
Veterans; the feasibility of developing performance based contracts with these enti- 
ties that meet the requirement of Section 107; and the use of services and the out- 
comes of care provided through these contracts. 

Section 403 requires VA to conduct a pilot program that would provide non-VA 
care for highly rural enrolled veterans in five VISNs. VA is working to implement 
this pilot while resolving two questions. First, VA must develop a regulation to de- 
fine the “hardship provision” in Section 403(b)(2)(B). Second, we must reconcile how 
VA has traditionally defined “highly rural” (based on Census data as discussed 
above) and how the statute defines it. VA’s next steps involve identifying qualifying 
communities, identif 3 dng local providers willing and able to participate, and begin- 
ning with acquisition and exchanges of medical information as well as addressing 
pharmacy benefits and performance criteria for contracts and care. 
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HEALTH CARE PROVIDERS 

Everyday, almost 60 million Americans in rural and highly rural areas face nu- 
merous challenges regarding health care, but one of the most significant in this area 
is a shortage of providers — particularly specialty providers. Recruitment and reten- 
tion of health care professionals in rural areas is a national problem, not a VA-spe- 
cific problem. However, VA is working diligently to develop and implement creative 
solutions that will provide incentives and opportunities to bring qualified health 
care providers to these areas. 

For example, we are currently one year into a three-year pilot program for VA’s 
Travel Nurse Corps. This program was created in response to a nationwide shortage 
of nurses and places nurses in medical centers and clinics across the country on a 
temporary basis. These nurses reduce wait times and the reliance upon contractors 
while bringing with them high-skill services and valuable knowledge of procedures. 
The program is designed to improve recruitment, decrease turnover and maintain 
high standards of patient care. Nurses are compensated for their time on duty and 
their travel, while also receiving per diem allowances, making it competitive with 
the private sector. The Travel Nurse Corps has the added benefit of establishing a 
potential pool of skilled and experienced nurses capable of responding in the event 
of a national emergency. 

One key incentive VA offers is the Education Debt Reduction Program, which pro- 
vides for reimbursement of payments made to recently appointed Title 38 and Hy- 
brid Title 38 employees on qualifying educational loans. The maximum award 
amount is $52,298 (as adjusted) over a total of five years of participation, but it car- 
ries an added value because of the teix exempt status of the award. As of January 
2009, there were over 7,500 health care professionals participating in EDRP. The 
average amount authorized per student, for all years, is $19,596. While employees 
from 34 occupations participate in the program, 75 percent are from three mission 
critical occupations — registered nurse, pharmacist, and physician. Resignation rates 
of EDRP recipients are significantly less than non-recipients. The EDRP incentive 
may be used in addition to other Federal incentives such as the recruitment incen- 
tive (hiring bonus), relocation incentive, or retention incentive — as hiring priorities 
dictate. While not exclusively used to recruit in rural areas, VA authorized over $66 
million for non-EDRP hiring incentives for employees in Title 38 occupations. The 
recipients included physicians, nurses, and others. In each category, 93 to 95 per- 
cent of the funding was authorized for nurses and physicians as follows: 


Recruitment (29%) 

Relocation (5%) 

Retention (66%) 

Physicians - 27% 

Physicians - 72% 

Physicians - 27% 

Registered Nurses - 66% 

Registered Nurses - 23% 

Registered Nurses - 66% 


From a recruiting perspective, VA is expanding the use of internet-based venues 
for health care related job postings in addition to recruiting from the VA job board, 
USAJobs.gov, and other niche job boards. The VHA Healthcare Retention & Recruit- 
ment office is hiring recruiters who will focus on recruitment of health care pro- 
viders for rural areas and as well as establishing a national contract for retained 
search firms targeting physician recruitment. They are also developing collaborative 
relationships with organizations focused on rural recruitment sucb as the National 
Rural Recruitment & Retention Network (www.3Rnet.org), increasing training 
courses specifically for practices related to rural recruitment issues, and hiring re- 
cruiters whose primary focus will be recruitment of physicians. 

More than 100,000 health professions trainees come to VA facilities each year for 
clinical learning experiences. Many of these trainees are near the end of their edu- 
cation or training programs and become a substantial recruitment pool for VA em- 
ployment as health professionals. The annual VHA Learners’ Perceptions Survey 
shows that, overall, following completion of VA learning experiences, trainees were 
twice as likely to consider VA employment as before the experience. This dem- 
onstrates that many trainees were not aware of VA employment opportunities or the 
quality of VA’s healthcare environment prior to VA training but became consider- 
ably more interested after VA clinical experiences. 

In an effort to initiate proactive strategies to aid in the shortage of clinical fac- 
ulty, VA launched the VA Nursing Academy to address the nationwide shortage of 
nurses. The purpose of the Academy is to expand the number of nursing faculty in 
the schools, increase student nursing enrollment by 1,000 students, increase the 
number of students who come to VA for their clinical learning experience, and pro- 
mote innovations in nursing education and clinical practice. Four partnerships were 
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established for the 2007-2008 school year. Six additional partnerships were selected 
in 2008. 

Both a recruitment and retention tool, the Employee Incentive Scholarship Pro- 
gram (EISP) pays up to $35,900 for academic health care related degree prop’ams. 
The average scholarship awarded is $12,392 for the duration of the academic pro- 
gram. Since the program began in 1999, approximately 7200 VA employees have re- 
ceived scholarship awards for academic education programs related to Title 38 and 
Hybrid Title 38 occupations. Over 4000 employees have graduated from their aca- 
demic programs thus far; many are still in progress. Scholarship recipients include 
registered nurses (93 percent), pharmacists, and many other allied health profes- 
sionals. Focus group market research shows that staff education programs offered 
by VHA are considered a major factor in individuals selecting vA as their choice 
of employer. A five year analysis of program outcomes demonstrated positive em- 
ployee retention. Less than one percent of nurses leave VHA during their service 
obligation period (from one to three years after completion of degree). As of October 
28, 2008, scholarship funding for this program since 1999 through FY 2012 is $88.3 
million. This figure includes future funds for those who have received scholarships 
for academic years extending through 2012. 

The implementation of the physician pay statute (Public Law 108-445) has been 
very successful for VHA. The pay of VHA physicians and dentists consists of three 
elements: base pay, market pay, and performance pay. Between the implementation 
of the pay bill and the beginning of February 2009, we have increased the number 
of VA physicians by over 2,748.3 full time employee equivalents. This statutory au- 
thority has helped VHA’s ability to recruit physicians and dentists. Additionally, 
section 5 of Public Law 108-446 authorizes the Chief Nurse of VHA to set Nurse 
Executive Pay to ensure we continue to successfully recruit and retain nursing 
leaders. 


CONCLUSION 

Mr. Chairman, VA’s Office of Rural Health is reaching across the Department to 
coordinate and support programs aimed at increasing access for Veterans in rural 
and highly rural communities. We work closely with the Office of Care Coordination 
and our colleague. Dr. Darkins, in this regard and it is our pleasure to sit with him 
before you today. Thank you once again for the opportunity to discuss VA’s con- 
tinuing efforts for rural Veterans. We are prepared to address any additional ques- 
tions you might have. 

Chairman Akaka. Thank you. Thank you very much, Ms. Haw- 
thorne. 

Now we will hear from Dr. Darkins. 

STATEMENT OF ADAM DARKINS, M.D., CHIEF CONSULTANT 

FOR CARE COORDINATION, VETERANS HEALTH ADMINIS- 
TRATION, U.S. DEPARTMENT OF VETERANS AFFAIRS 

Dr. Darkens. Aloha, Mr. Chairman. Thank you very much for the 
opportunity to be here and to the Committee for highlighting the 
issues related to delivering care to veterans in rural areas. It is a 
privilege to work for the VA, to be involved in addressing those 
problems, and using telehealth to do so. 

I would like to request that my written statement be submitted 
for the record. 

Chairman Akaka. It will be included in the record. 

Dr. Darkens. Thank you. 

Telehealth uses information and telecommunications technologies 
to support clinical care where a patient and practitioner are sepa- 
rated by geographical distance. It increases access to specialist 
services and reduces both patient and provider’s travel, thereby re- 
ducing one of the major barriers to care in rural areas, where re- 
cruiting of health care professionals can be problematic. 

However, I should just say at the beginning that telehealth is not 
a panacea in the sense that there are obligate needs for face-to-face 
delivery of services, and telehealth has to fit into a spectrum of ap- 
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propriate care requirements in any particular locality. But it can 
fit into that when the requirements are met for safe, effective, and 
efficient care when we address the clinical technology and also the 
business processes associated with telehealth. 

The cost and complexity of managing chronic disease in rural 
areas challenges all health care organizations — hence, telehealth’s 
focus on these conditions in VA. VA’s vision for telehealth is pro- 
viding veteran patients with the right care in the right place and 
at the right time. The VA goal is to make the home the preferred 
place of care wherever this is possible to do so. And in order to 
achieve this, VA has established three enterprise-wide telehealth 
programs that serve veterans in urban, rural, and in highly rural 
locations, as well as the special circumstances of addressing the 
challenges for American Indian/Alaskan Native, Hawaiian Native, 
and Pacific Islander communities. VA has seven telehealth pro- 
grams supporting these various communities, and further deploy- 
ments are in progress to serve 15 more tribes. 

The first enterprise program that I would like to cover is Care 
Coordination/Home Telehealth, or CCHT. This uses a national VA 
telehealth technology platform that collects vital sign data, disease 
management responses, and conducts video consultations into the 
home. This platform supports standardized clinical processes that 
care currently for 36,400 veteran patients, 20,000 of whom are re- 
ceiving non-institutional care. Thirty-eight percent of these pa- 
tients are in rural areas and 2 percent are in highly rural areas — 
proportions that show no urban bias in the deployment of this tech- 
nology. CCHT data shows a 25-percent reduction in hospital stays 
and a 19-percent reduction in hospital admissions with CCHT, 50- 
percent reduction in highly rural areas, and a 17 percent in rural 
areas associated with the use of this telehealth technology. These 
services are provided from 140 VA medical facilities and 28 rural 
or highly rural clinics. 

The second program I want to mention is Care Coordination/Gen- 
eral Telehealth. It is another enterprise program that uses clinical 
videoconferencing systems to deliver services between VA medical 
centers and community-based outpatient clinics. In fiscal year 
2008, over 48,000 veterans received these services, covering 35 clin- 
ical specialties, mainly mental health, of which 29,000 received this 
care. These services are provided to 171 sites in rural or highly 
rural areas. 

Patients receive their tele-mental health care as part of VA’s 
mental health universal service care plan, which is certainly ad- 
dressing a focus on primary care — to deliver these services and the 
importance of increasing this. And they have shown a 24.6-percent 
reduction in hospital admissions and a 24.4-percent reduction in 
bed days of care, which is really associated with people receiving 
care more rapidly and thereby reducing the need for travel to care. 

VA established a Polytrauma Telehealth Network in fiscal year 
2007 which connects VA’s polytrauma sites of care and links them 
back also to Walter Reed Army Medical Center and Bethesda 
Naval Hospital. In fiscal year 2009, we are planning to expand this 
network into a national infrastructure, which we are calling the 
Clinical Enterprise Videoconference Network. The intent of this is 
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ultimately to lead to any site being able to connect to any other VA 
clinical site for the delivery of care. 

We are also establishing a national tele-mental health center for 
the delivery of specialist mental health services via this network, 
and we will seek to address particularly issues in rural delivery of 
care. 

The third enterprise program I want to mention is that of Care 
Coordination/Store-and-Forwards. It involves capture and storage 
of digital images from patients’ and their transmission to health 
care providers to report. Twenty percent of the veteran patient pop- 
ulation receiving health care has diabetes, and this program 
screens for diabetic eye disease. Last year, 98,000 veteran patients 
received this care and it helped prevent avoidable blindness by 
doing so. In addition to this, we are expanding care in the area of 
CCSF into areas of tele-dermatology. 

VA is training staff to use telehealth technologies and to ensure 
their adherence to the associated clinical and business processes. 
We have three designated telehealth training centers: one in Lake 
City, Florida; a second in Salt Lake City, Utah; and a third which 
is in Boston, Massachusetts. These centers have trained over 6,000 
staff to provide VA with a tele-mental health competent workforce. 
The associated training curricula are standardized and utilize vir- 
tual training modalities wherever possible. 

VA has an internal system in place to assess the quality and con- 
sistency of its telehealth programs that is conducted biannually in 
each one of the VISNs. A fundamental underpinning for all areas 
of telehealth we are implementing is the use of our VA electronic 
health record. 

In closing, I would like to recognize the VA staff that develops 
these groundbreaking services. Our staff is driven by a commit- 
ment to support independence of the veterans we serve in all loca- 
tions by providing access to high-quality care. The successful mar- 
riage of people and technology that I have just described is ena- 
bling VA to sustain a rapid pace of telehealth expansion and makes 
us a recognized leader in the field. 

Mr. Chairman, that concludes my prepared statement. I would 
like to take the opportunity to demonstrate this technology to you 
at an appropriate future time, and I am now pleased to answer any 
questions that you may have. 

[The prepared statement of Dr. Darkins follows:] 

Prepared Statement of Adam Darkins, MD, Chief Consultant, Care Coordi- 
nation Office of Patient Care Services, Veterans Health Administration, 

Department of Veterans Affairs 

Good morning, Mr. Chairman. I appreciate the interest of the Committee in the 
Department of Veterans Affairs’ (VA’s) telehealth programs and welcome the oppor- 
tunity to brief you on their current status. Telehealth involves the use of informa- 
tion and telecommunications technologies to deliver services in situations in which 
patient and health care provider are separated by geographical distance. The bene- 
fits to Veteran patients that accrue from VA’s implementation of telehealth include 
increasing access to specialist care and reducing travel times for patients and health 
care providers. These benefits make telehealth of particular relevance to service de- 
livery in rural areas where recruitment of health care providers can be problematic 
for all health care organizations, not just VA. Telehealth also reduces the need for 
travel which can be costly, inconvenient and may act as a barrier to care. 

In this context, it is important to note that telehealth is not a panacea that ad- 
dresses all the challenges of health care delivery in rural areas. There is a real need 
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for face-to-face services in many instances. Therefore, given the necessary clinical, 
technological and business processes that underpin safe, effective and efficient care, 
telehealth services fit into a continuum of appropriate services for meeting the 
health care needs of the enrolled Veteran population. 

VA is predominantly targeting chronic disease in the Veteran population through 
our telehealth programs. Care of patients with chronic disease is a major challenge 
that all health care organizations face and which telehealth can help address. VA’s 
vision for telehealth is to provide the right care in the right place at the right time 
with a goal of making the home and local community the preferred place of care 
when it is possible and when it is the Veteran’s preference. In pursuit of this goal, 
VA has implemented three large, standardized telehealth programs that are avail- 
able for urban, rural and highly rural Veterans. VA’s telehealth programs also ex- 
tend to American Indian/Alaskan Native, Native Hawaiian, and Pacific Island Insu- 
lar Area communities. VA currently operates seven such programs that include Ha- 
waii and the Pacific Island Insular Area and Alaska. Four more await connectivity 
and 11 others are in various stages of deployment for 15 Tribes in the continental 
United States. 

The first major program is Care Coordination/Home Telehealth (CCHT). This pro- 
gram uses telehealth devices to connect enrolled Veterans with a VA practitioner, 
usually a nurse or social worker, who can routinely monitor vital sign data, disease 
management responses and engage in video consultations. VA has implemented a 
national technology platform to support standardized clinical and business proc- 
esses. Through the adoption of this systematic approach to CCHT, VA has built a 
program that provides care to 36,400 patients, 20,000 of whom are receiving non- 
institutional care. Thirty eight percent of CCHT patients in VA are in rural areas 
and two percent are in highly rural areas. These proportions of rural and non-rural 
patients mirror the proportions in the Veteran population as a whole. This is impor- 
tant because CCHT is equally useful and available in rural and urban settings. Rou- 
tine clinical outcomes data from VA’s CCHT program published in December 2008 
showed an 25 percent reduction in the average number of days patients enrolled in 
CCHT are hospitalized and a 19 percent reduction in hospital admissions. The data 
also reveal a 17 percent reduction in hospital admissions for rural Veterans using 
CCHT and a 50 percent reduction for highly rural Veterans. Currently over 140 VA 
medical centers provide CCHT in addition to 28 CCHT clinics located in rural and 
highly rural areas. 

The second major area of telehealth in VA is Care Coordination/General Tele- 
health (CCGT), which uses real-time clinical videoconferencing systems to deliver 
services between VA medical centers (VAMCs) and community-based outpatient 
clinics (CBOCs) over VA’s telecommunications networks. In Fiscal Year (FY) 2008, 
more than 48,000 Veterans received care nationally through this program. Over 35 
clinical specialties in VA participate in the delivery of services via CCGT. CCGT 
mainly addresses care related to mental health and rehabilitation. In FY 2008, VA 
provided mental health care to 29,000 Veterans through tele-mental health. Pa- 
tients received care at 171 sites in rural or highly rural areas. Tele-mental health 
is part of the overall framework of the mental health universal service plan. Routine 
outcomes data for tele-mental health in VHA have shown a 24.6 percent reduction 
in hospital admissions and 24.4 percent reduction in bed days of care. 

In FY 2007 VA implemented a Polytrauma Telehealth Network to link VA’s sites 
of care for pol 3 drauma patients and offers CCGT tele-rehabilitation services and pro- 
vide access to Walter Reed Army Medical Center and Bethesda Naval Hospital. In 
FY 2009, VA is seeking to extend this concept of networked services further by de- 
veloping a national CCGT technology infrastructure called the Clinical Enterprise 
Video-conferencing Network. This Fiscal Year VA plans to establish a national tele- 
mental health center to coordinate delivery of specialist mental health services via 
tele-mental health for conditions such as bipolar disorder and Post Traumatic Stress 
Disorder. Part of this initiative will focus on delivery of these services in rural 
areas. 

The final major area of telehealth is Care Coordination/Store-and-Forwards 
(CCSF), which involves the capture and storage of digital images that are trans- 
mitted to a remote location where a health care provider can report the image and 
return it to the patient site for use in the diagnosis and management of various con- 
ditions. VA’s most significant advances in this area involve screening Veterans for 
diabetic eye disease. Twenty percent of the Veteran patient population has diabetes. 
Screening for diabetic eye disease is important because if it is recognized and treat- 
ed before complications arise, we can prevent avoidable blindness. In other specialty 
areas, VA made tele-retinal imaging services available to 98,000 Veterans last year 
and 54 of the 219 sites at which this care took place were in rural or highly rural 
clinics. The remainder of the CCSF was for was tele-dermatology. Currently VA is 
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working toward a standardized approach to tele-dermatology with the intent of fu- 
ture enterprise-wide adoption. 

Training is an essential component of any successful new technology or service. 
VA staff is trained to use CCHT technology and adhere to clinical and business 
processes through courses developed and instituted by a VA home telehealth train- 
ing center in Lake City, Florida. This training draws, wherever possible, on tech- 
nologies that enable virtual participation. VA has a training center for CCGT in Salt 
Lake City, Utah and a CCSF training center in Boston, Massachusetts. Training 
center curricula are standardized and we emphasize virtual training whenever prac- 
tical and possible. The three VA telehealth training centers have enabled over 6,000 
staff to be trained and have helped sustain a rapid pace of telehealth expansion that 
makes VA a recognized national leader in the field of telehealth. VA has also imple- 
mented an internal system to assess the quality and consistency of its telehealth 
programs at a VISN level that is conducted in each VISN biannually. 

In conclusion I would like to recognize the dedication of staff throughout VA in 
developing these ground-breaking services. Their energy and enthusiasm supports 
the independence of the Veterans we serve by providing access to high quality care 
via telehealth. Fundamental to our success is VA’s electronic health record system. 
Without an electronic health record, telehealth systems are of limited benefit be- 
cause without clinical information, laboratory results and clinical images, it is im- 
possible to change the location of care and proactively address many health issues. 

Mr. Chairman, this concludes my prepared statement. I would like to take this 
opportunity to offer my services to you to demonstrate this technology at a future 
time. I would be pleased to answer any questions you may have. 

Senator Murray [presiding]. Thank you very much to both of you 
for your testimony. We do have Members coming back and forth. 
I will ask a couple questions and turn it over to Senator Burr. 

I think you talked a lot about the importance of telehealth, but 
I was very disappointed to learn from the staff of this Committee 
that telehealth use is actually decreasing in some rural commu- 
nities, and a lot of that is attributed to lack of space or trained per- 
sonnel. Can you comment. Dr. Darkins, on how the VA is over- 
seeing these programs so that they are utilized? 

Dr. Darkins. Certainly, bringing these programs together de- 
pends on having the clinical staff. It also requires the facilities and 
the telecommunications bandwidth to do it. We are expanding 
these enterprise programs and as we do so, we have to make sure 
that these requirements are taken into consideration. 

The enterprise programs that we are rolling out are taking over, 
in many cases, previous pilot programs that did not have this kind 
of infrastructure to back them. 

Senator Murray. Do you have the resources to do this? 

Dr. Darkins. I believe there are. These decisions about using 
telehealth service provision are made at a local level, and what we 
are seeing is transition of services which were previously delivered 
face-to-face toward ones that are now are using telehealth to de- 
liver services. These decisions are made very much at a local level 
in bringing those requirements together. 

Senator Murray. I am told that a lot of the health care providers 
who use telemedicine to deliver telehealth have to be credentialed 
and privileged at each and every facility that gets the care as well 
as at the site that the provider provides the service. Can you help 
me understand whether this credentialing or servicing presents a 
challenge to our ability to 

Dr. Darkins. It certainly does so. It does for us in VA as it does 
for all health care organizations providing telehealth services. 
State licensure for a VA practitioner in any State allows them to 
cross State lines, which is a benefit we have above those in private 
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sector organizations. However, one of the requirements that we as 
all providers face is that staff need to he credentialed at sites deliv- 
ering care, and in many cases have to he privileged. 

Senator Murray. So this is a real challenge. 

Dr. Darkins. It is a challenge because there is an administrative 
burden, particularly in some of those rural sites, where there may 
be quite a turnover of staff. And we are seeking ways that we can 
address this actively because of the burden to delivering services. 

Senator Murray. All right. And then very quickly — and I have 
to leave to vote — Ms. Hawthorne, the VA IG’s May 2007 assess- 
ment of VHA’s Suicide Prevention Initiative said that some of the 
data suggested that we are seeing higher suicide rates in rural 
areas. Are we seeing that among the veterans population as well? 

Ms. Hawthorne. I am not the expert in this subject matter area, 
so I would like to take that question for the record so I could pro- 
vide you a more accurate reply. 

Senator Murray. If you could, because I am concerned about 
whether or not that is accurate; and if it is, what we are doing to 
provide outreach and better access for our servicemembers in more 
rural areas. 

[The information requested follows:] 

Response to Questions Arising During the Hearing by Hon. Patty Murray to 

Kara Hawthorne, Director, Office of Rural Health, Veterans Health 

Administration 

Question. What is the rate of suicides for rural Veterans compared to non-rural 
Veterans? 

Response. The rates of suicide were 39.7/100,000 person years for patients whose 
last VA use (in FY05 or FY06) was at a facility in a rural area (based on classifica- 
tions from the Office of Rural Health) and 35.0/100,000 person years for patients 
in urban areas. 

Senator Murray. I am going to turn it over to Senator Burr for 
his questions, and thank you very much. 

Senator Burr. Thanks, Senator Murray. I am only going to ask 
one, and then I am going to turn it to Senator Tester, and I am 
going to go vote, and I will save the majority of my time for when 
I come back. I just want to try to clarify a question you were asked 
and how you answered. It dealt with the credentialing issue. 
Credentialing, as I understand it, is one’s ability to practice a par- 
ticular specialty. Am I correct? 

Dr. Darkins. Credentialing verifies that the qualifications a 
practitioner requires to practice in a clinical area are indeed the 
qualifications that they have. So it is a way to check their licen- 
sure, their professional training. 

Senator Burr. But we do not 

Dr. Darkins. Telemedicine in the private sector outside VA re- 
quires a license in every State a practitioner delivers care to. 

VA does not have a licensing issue in terms of needing a license 
in every State where telehealth is delivered. However, one of the 
things I ought to point out is that it is important to ensure that 
a practitioner is indeed licensed and qualified to provide the serv- 
ices required. Credentialing is the process that makes sure that the 
person is appropriately qualified and licensed and ensures the pa- 
tient that the person they see for care is qualified and competent 
to deliver the care. 
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VA has a national system called VetPro, which is very beneficial. 
So credentialing is less of a problem for us. 

Senator Burr. I will get into more of this when I get back. I am 
going to turn it over to the Chairman now. 

Chairman Akaka [presiding]. Senator Tester? 

Senator Tester. Yes, thank you, Mr. Chairman. I apologize for 
not being able to hear all of your testimony. I think I got most of 
yours, Ms. Hawthorne, and if questions were asked previously 
along the same lines I am asking, I apologize ahead of time. 

As I was reading over your testimony, Ms. Hawthorne, you said 
that highly rural areas are seven people per square mile or less, 
and that 2 percent of veterans live in those kind of areas. Did you 
do anything differently for folks that live in the highly rural 
areas — and that question could go to either one of you — over folks 
who live in rural areas or urban areas? 

Ms. Hawthorne. Veterans who live in highly rural areas obvi- 
ously have some unique challenges that neither their urban nor 
rural counterparts have. So, as far as delivery of care, we are look- 
ing at specific ways that we can increase that, and we will be 
leveraging some of the same service modes, such as telehealth. And 
we are also looking at partnering with our community providers to 
see if this is an appropriate way to expand care in those highly- 
rural areas, as well as utilizing mobile clinics. Could this be an- 
other opportunity to get into those more remote and highly rural 
areas? And then outreach clinics are a little less feasible, but, 
again, by partnering with our community providers, we may be 
able to expand access in that way as well. 

Senator Tester. Have you started those endeavors yet as far as 
partnering up with folks? Is that actually happening in the highly 
rural areas yet? 

Ms. Hawthorne. We have initiated a pilot project for mobile 
vans and have four. One is currently operational; as for the other 
three, they have purchased the equipment and hope to be within 
operation in a few months. 

As far as partnering with the communities, we are actively en- 
gaged in seeking out ways to do this. We recognize, though, that 
continuity of care is very important. So before we move forward, we 
want to address all the quality issues, ensure that we are meas- 
uring properly, so that we can make a determination that our vet- 
erans are receiving the highest quality of care. 

Senator Tester. OK. Speaking from a mental health perspective, 
in rural or highly rural areas, for instance, in eastern Montana, 
right now I do not think we have a mental health professional east 
of Billings, Montana, and there are several hundred miles east of 
Billings, Montana, before you hit the North Dakota line. 

If you partner with primary care settings and it is a mental 
health issue, how is that handled? 

Ms. Hawthorne. If I could first share with you that my back- 
ground is of a clinical social worker, so I am very aware of mental 
health issues. I have directly worked with the mental health popu- 
lation. 

Senator Tester. That is good. 

Ms. Hawthorne. And, again, continuity of care is extremely im- 
portant — even more so in this case. So if we work with non-VA pro- 
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viders, we have to have to ensure that the VA clinicians are getting 
their medical records and that there is proper case management 
following up with their care, and that we monitor the control points 
to ensure that if care is exasperated and the veteran needs a high- 
er level of care, that we have in place a method to ensure that that 
happens. 

Senator Tester. I do not have an answer to this question. Most 
questions you ask you have an answer for, hut I do not. If you have 
got a situation where the nearest mental health professional is sev- 
eral hours away — mayhe as far as 8 hours away — and you have got 
a person that is ready to commit suicide; they have called the hot- 
line, and there is no doubt about it, we have got a problem. How 
is that handled? Either one of you can speak to that. That would 
be fine with me. 

Ms. Hawthorne. I will have to take that question for the record 
because our Office of Mental Health Services is actually coordi- 
nating the suicide prevention hotline, and I am sure that they have 
some things in place that would address that question. 

Senator Tester. OK. 

[The information requested follows:] 

Response to Questions Arising During the Hearing by Hon. Jon Tester to 

Kara Hawthorne, Director, Office of Rural Health, Veterans Health 

Administration 

Question. How would VA handle a suicidal Veteran in a rural area who is acute 
and needs help today? 

Response. VA’s response to Veterans with suicidal risk is to intervene as nec- 
essary to support safety, whether the veteran is in an urban, rural, or highly rural 
area. When Veterans call the VA Suicide Prevention Hotline, they are evaluated for 
risk by clinician-responders in the call center. If they are found to be at imminent 
risk, the responders call police, ambulances or other emergency personnel who can 
make contact with the caller as soon as possible, and arrange for hospitalization as 
needed. Since the time the Hotline was established, there have been over 2,600 res- 
cues of this type. Other Veterans may speak with providers at VA facilities, rather 
than the Hotline. However, the response is the same, emphasizing rapid access to 
care for those who are at imminent risk, regardless of where they live. 

Dr. Darkins. Again, I think obviously it depends, services being 
local, exactly what — for the particular situation. But as an extreme 
urgency for the VA — as you know, everything the VA is currently 
doing is very much aimed at mental health services toward ad- 
dressing those kinds of issues. From my particular remit, I can give 
you the issues around the use of tele-mental health, which, as I 
say, is not a panacea. In some sense, in some cases, it is possible 
to use telehealth for those kind of urgent interventions. It is also 
possible to use telehealth directly in the home to be able to obviate 
people getting into that circumstance. 

Connection with local services and the ability to access local — so 
telehealth fits into those wide areas of care. And the VA’s universal 
service plan for mental health, other work in mental health is cer- 
tainly aimed at addressing those issues. 

From my point of view and my particular expertise, telehealth 
can lend a hand, can be useful in some of those circumstances, and 
certainly is part of that continuum of services that needs to be pro- 
vided to help that person in that kind of distress. 

Senator Tester. All right. I know the VA has been hiring a 
bunch of folks to deal with mental health issues, to the point 
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where — I actually talked to some folks in the private sector, saying 
they cannot hire anybody because the VA is hiring them all. And 
I commend them on that, you know, making a solid attempt to ad- 
dress that. 

Are there incentives offered to get them into rural America, into 
highly rural areas? Because that also is a big issue. And the conun- 
drum is — as you are talking about, only 2 percent of the vets are 
living in the highly rural areas, which means 98 percent live some- 
where else. How big of a priority is it to get mental health profes- 
sionals into those areas and are there incentives? 

Ms. Hawthorne. Getting providers into rural areas is one of the 
primary focuses of the Office of Rural Health and part of our core 
initiatives. So we are working very closely with the VHA program 
offices that oversee this. We do offer an education debt reduction 
and other services currently, and we are initiating some new, inno- 
vative recruiting methods as well. Specifically, 3RNet seeks rural 
providers, and we have teamed up with them. 

Also, the Office of Rural Health is working with our Office of 
Academic Affiliations, and we are looking at how we can expand 
physician residency into rural areas, knowing that when providers 
train in rural areas, they are more likely to stay in rural areas. 

Senator Tester. What about the highly rural areas? Are we 
doing anything different from rural areas as far as getting people 
into them? 

Ms. Hawthorne. Not specifically at this time. 

Senator Tester. Do you think there should be something done? 

Ms. Hawthorne. I cannot answer that directly right now. I 
think they are two very tough populations. It is even more difficult 
in the highly rural areas because you are less likely to have the 
academic affiliations and the resources to 

Senator Tester. Thank you very much. I will check off. If there 
is another round, I have got some more questions. Thank you, Mr. 
Chairman. 

Chairman Akaka. Thank you very much. Senator Tester. 

Senator Begich? 

Senator Begich. Thank you very much, Mr. Chairman; and I 
apologize, we had to slip out. But I am looking at the testimony — 
Dr. Darkins, I think this is from you — in regards to the VA tele- 
health programs extended, and you talk about the Indian/Alaska 
Native community, the Hawaiian community, Alaska. Can you just 
expand a little bit on that? Then I have some specific questions. 
But can you expand on how you see that working or how that has 
been working, and what kind of volume of response? I am not sure 
who could answer that, but I saw it in your testimony, so I would 
look to both of you. 

Dr. Darkins. Yes, I can certainly address that. There are tele- 
health programs in both Alaska and in Hawaii and serving the is- 
lands as well. The three enterprise programs I mentioned are all 
present there. 

There is the home telehealth programs. I think on the order of 
230 patients are currently being served for home telehealth out of 
Anchorage. So, it has become established. We also have teleretinal 
imaging which is taking place in Anchorage, plus the telehealth 
real-time videoconferencing that is taking place. 
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There are close associations between the VA and the other Fed- 
eral agencies through the Afghan Project, which is there to be able 
to provide access to multiple sites throughout Alaska. 

We have variations around the country in terms of how tele- 
health is being implemented. We have enterprise systems, as I 
mentioned, which are readily available to implement. We are 
gradually rolling forward now. 

One of the salutary things about technology is that it is very 
much in the end down to relationships, so what we are finding is 
extending the use of this technology is very much centered around 
relationships — relationships between individual clinicians and their 
patients, being comfortable on both sides doing it, but also the rela- 
tionships between the Federal agencies and then working and 
partnering in this way of taking it forward. 

So what I would like to say is I think that the infrastructure, the 
various components are there to do this. Moving it forward is very 
much a sense of that organizational change. But as we are seeing, 
I certainly look back over these last 2-3 years, of what has been 
happening in Alaska with the home telehealth, what has been hap- 
pening with the teleretinal imaging, and I am seeing pleasing in- 
creases in the results with patients and would hope to look forward 
to that being even more rapid. 

If there are any suggestions either from yourself or other Mem- 
bers of the Committee of things that we can do to address your 
population or for the population of the Hawaiian Islands, then that 
is certainly a huge priority for us. Given what we are addressing, 
given what we have heard of returning military, to go the extra 
mile to be able to serve those people, we will do anything that is 
necessary. 

Senator Begich. Great, because as we talk about rural, you 
know, and you talk about drive miles, they are not drive miles in 
Alaska. That is why in your comment that you said about mileage 
versus how many miles away by road, you know, we measure by 
air because that is how we can get to locations. And then telemedi- 
cine in Alaska — education through technology and others has been 
pioneered in a lot of ways in Alaska because of the uniqueness of 
it; in rural communities especially, where you may have a hub that 
you can fly to, but you may have a village you cannot get to be- 
cause of weather conditions, as well as many other factors. I abso- 
lutely will look at some ideas we would like to pass on to you. 

I do not know which of you would answer this, but in regards 
to the extensive Native medical care system that we have in Alas- 
ka, that is continuing to be developed, and we announced Monday 
there will be a facility in Nome, Alaska, about a $150 million facil- 
ity starting construction this year, again, offering enormous quality 
health care. I know you have a couple of partnerships you are in 
the midst of trying to develop, and there is some lag time on that, 
but it just seems so logical. Senator Tester and I have talked about 
this when I had him up to Alaska, that is, to allow these vet- 
erans — because we do not have a VA hospital in Alaska — why not 
just allow the veterans to utilize the services of any hub medical 
facility — in this case. Native Hospital, which is run by a consortium 
of Native tribes, but also is funded by a Federal agency anyway. 
It is all Federal money. So, why not figure out a way that that sys- 
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tern can be utilized much more aggressively than just a couple of 
pilot programs, to just use them and then have VA reimburse. 

I know there is an argument that, well, VA does not have a 
budget line for that, and then there is this other argument. But 
building a hospital would be a huge expense, and yet we have these 
beautiful hospitals and clinics being built all throughout Alaska. 

I do not know who can answer that, and I know there are one 
or two — I cannot remember which ones right off the bat, but — pi- 
lots that you are looking at. But it just seems for an Alaskan vet- 
eran who lives in a village like Kwethluk and has to spend $1,500 
in airline tickets to get to a location and then know they have to 
go back there is not a very good way to deliver health care. 

Dr. Darkins. Soon after I joined the VA, I went to Alaska. I went 
to Bethel and I went up river; actually saw the 

Senator Begich. Did you go in an open boat? That is the way to 
go. 

Dr. Darkens. I did. I went in an open boat, yes. 

Senator Begich. That was the test. They tested you. Very good. 

Dr. Darkens. And the boatmen, when they came back 

[Laughter.] 

Senator Begich. That is the test. He survived. Good. 

Dr. Darkins. When the boatmen came back, they took us for 
some salmon strips in the shed. But it was possible to see exactly 
as you describe the tremendous health needs throughout, and I was 
enormously impressed to see how locally it is possible to deliver 
through the health aides the care that is taking place. 

There are already, I know, really good relationships for certain 
services between the VA, the DOD, and the Indian Health Service 
where they do share relationships. Senator Burris mentioned in 
North Chicago the relationship that is taking place there and how 
that is growing. So I think there are models of both how it is being 
done, and I think things like North Chicago show the way forward 
for how it can be done further. 

It is somewhat outside my remit or my piece of the world to be 
able to say overall, but I think certainly there is encouragement in 
ways in which, exactly as you say, it is going forward, and it is a 
very high priority for VA. 

Senator Begich. Very good. Thank you. 

Ms. Hawthorne, did you have anything? 

Ms. Hawthorne. I would like to follow by saying we also recog- 
nize that leveraging our community partners and the infrastruc- 
ture already in rural areas is a direction that we do need to con- 
sider. 

I would like to point out that our Veterans Rural Health Re- 
source Center, based out of Salt Lake City, has developed infra- 
structure to specifically look at these populations; and we are look- 
ing at it from a policy perspective and also testing out ideas. So we 
have some pilots and those are going well, and we hope to take 
those pilots that are successful and distribute eventually them 
through the larger health care system. 

Senator Begich. Very good. I will leave it at that for now, Mr. 
Chairman. Thank you very much. 

Chairman Akaka. Thank you very much. 

Now let me call on Senator Burris for his questions. 
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Senator Burris. Thank you, Mr. Chairman. 

Dr. Darkins, how does telehealth facilitate the care if an issue 
is discovered in the teleconsultation that requires a veteran to seek 
direct care? How does that telecare operate? 

Dr. Darkens. It addresses a lot — there are two pieces to delivery 
of health care. There is a direct delivery of care itself, which is 
often hands-on in terms of being able to intervene, to be able to di- 
agnose, to be face to face with a patient. The second piece is to be 
able to make sure the right patient has got to the right place at 
the right time. So there is a piece about health care decisionmaking 
and then the actions associated with it. 

What telehealth can do is to make sure that those health care 
decisions can be made as close to the patient as possible, so let me 
give you a hypothetical case. 

You have the situation where somebody has had a stroke. Having 
had a stroke, the issue is what should be done. What kind of ur- 
gent treatment might be used to be able to help that person and 
make sure that they get the maximum chance of success and sur- 
vival? So the ability of telehealth is to be able to take a specialist 
who might be elsewhere and to be able to help address in primary 
care or even in a smaller community hospital, so you can get abso- 
lute special expertise right to where that decision needs to take 
place. And often having that kind of decisionmaking in the acute 
stage can make the difference between life or death to somebody. 
So telehealth is something really beneficial even in the very acute 
stage. 

We manage, as I said, 36,700 patients. I mentioned the reduction 
in travel times — sorry, the reduction in hospital admissions. What 
we are doing is instead of somebody who may have chronic heart 
failure having to come along to the hospital regularly for outpatient 
treatments — where there is the travel, there are the wait times, et 
cetera — what we are doing is monitoring them on a daily basis, so 
if they start to get into trouble, so if their weight starts to go up, 
if they start to get symptomatic, such as breathless 

Senator Burris. Or blood pressure going up, yes. 

Dr. Darkins [continuing]. Yes. What we can do is contact them. 
Usually a nurse will contact them by telephone, can adjust their 
medications under orders they have been given, and can actually 
prevent their deterioration. 

So telehealth is very much about changing the location of 
decisionmaking, also trying to stop people from getting into trouble, 
supporting their own understanding of their own health care and 
self-management. 

Senator Burris. Thank you very much. 

Ms. Hawthorne, what are we doing to make community providers 
more willing to treat vets on a fee basis? I am aware that many 
vets are not being reimbursed and providers are only receiving a 
percentage of the payments. Can you help me out there? 

Ms. Hawthorne. I cannot speak to specifics of the fee basis pro- 
gram, but can take that back for an answer. 

Senator Burris. OK, please. 

[The information requested follows:] 
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Response to Questions Arising During the Hearing by Hon. Roland W. 

Burris to KjUia Hawthorne, Director, Office of Rural Health, Veterans 

Health Administration 

Question. What are the fee basis rates for reimbursement in rural areas? Are they 
sufficient? 

Response. In the absence of a formal contract or negotiated agreement, VA pay- 
ment for acute inpatient care and outpatient professional, laboratory, and dialysis 
services is the same as the full Medicare reimbursement. In the absence of a Medi- 
care rate, VA payment is based upon the usual and customary (U&C) billed charges. 
VA payment for non-acute inpatient care is based upon a cost-to-charge methodology 
determined by information provided to Medicare in the cost reports submitted by 
the hospitals. The cost-to-charge ratio is determined annually and the pa 3 mient 
amount for non-acute inpatient care is determined by multiplying the billed charges 
by the ratio. Special payment rates are applied to facilities and providers in the 
state of Alaska due to scarce medical resource availability, and in the state of Mary- 
land for institutional providers in receipt of waivers granted by Medicare. 

Both Medicare and VA pa 3 mient rates are geographically adjusted. The majority 
of payments based upon U&C charges are made using the 75th percentile method- 
ology (8 highest billed charges received for the specified medical service the previous 
year ranked in order from highest to lowest). If there is not a 75th percentile rate 
available, VA payment for the service is the U&C charge. VA will pay the lesser 
of the above rate, the billed charge, or the amount negotiated with the provider via 
repricing agreement. 

There is an exception to VA payment methodology for emergency care not pre- 
viously authorized before services are rendered. Reimbursement for claims author- 
ized under 38 U.S.C. 1725, which is the statutory authority used to pay for unau- 
thorized emergency care provided to certain Veterans for the treatment of non- 
service-connected conditions, is reimbursed at the lesser of 70% of the applicable 
Medicare Fee Schedule or the amount the veteran is financially liable. A separate 
statutory authority is used to pay for unauthorized emergency care provided to cer- 
tain service-connected Veterans; payment methodology used to pay for this care is 
the same as described above. Regardless of the statutory authority used for payment 
of unauthorized emergency care the payment is limited to the point of stabilization 
where the Veteran may be transferred to a VA or other Federal facility. 

VA pays in a manner very similar to other pa 3 mients community providers re- 
ceive. VA is not aware of concerns raised by community providers on these payment 
rates. 

Ms. Hawthorne. I would like to point out that the Office of 
Rural Health is looking at, though, when we engage in contracts, 
how we can best ensure that our providers are willing to work with 
us by making contracts amenable to both parties and ensuring that 
there are quality standards within those contracts. 

Senator Burris. Because pretty soon even the rural doctors will 
not come to these communities because of the low ability to get any 
type of compensation. And then, if they cannot get compensated for 
their reasonable services, it is going to make it even harder for 
them to do it if they cannot even get paid on a fee basis. 

Ms. Hawthorne. Correct. 

Senator Burris. Thank you, Mr. Chairman. 

Chairman Akaka. Thank you very much. Senator Burris. 

A consistent question has been: are we meeting the needs of our 
veterans? VA is spending billions of dollars buying care in the com- 
munity, and Congress appropriated another quarter billion dollars 
for specific rural health care and projects as well. 

Given all of this effort and funding, my question to both of you: 
Are we meeting the needs of rural veterans? Ms. Hawthorne? 

Ms. Hawthorne. Thank you. As I stated, increasing access to 
good quality health care is the focus of the Office of Rural Health 
and is how we will meet the needs. So I believe we are meeting 
the needs of our rural veterans. We, of course, can always improve 
and look to the Committee and to you, Mr. Chairman, for ideas on 
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how to do that. But for now we are proceeding to develop new inno- 
vative ideas that are going to address the uniqueness of the rural 
and the high rural populations, and we will continue to focus on 
that as we move forward. 

Chairman Akaka. Dr. Darkins? 

Dr. Darkins. From the perspective of the services I am respon- 
sible for — telehealth services — I believe we are. I believe we are on 
a trajectory to increasingly do so. My evidence for saying that real- 
ly is the expansion that we are seeing in rural areas, seeing the 
home telehealth growth in rural areas, seeing the services deliv- 
ering out to rural locations. Our plans are to expand this — both ex- 
pand in terms of numbers, but also expand in terms of the breadth 
of it. 

The delivery of specialist care, expanding that scope of specialist 
care delivery: I think, is something we can increasingly do more of 
I think the needs of rural patients is something all health care or- 
ganizations have problems with, and everybody could do more. I 
certainly believe in telehealth. With the developments we are mak- 
ing and the trajectory we’re on, we will be able to increasingly meet 
the needs that you have addressed. 

Chairman AiLvka. Yes. Well, there is no question telehealth serv- 
ices need to be expanded. 

Dr. Darkins, in my State of Hawaii, we still have VA operations 
lacking telemedicine equipment, namely, on the island of Molokai. 
As you know, Hawaii has separate islands. Is this just an isolated 
instance, or are there other VA spots where the equipment has not 
been purchased? 

Dr. Darkins. There are certainly sites in the VA where there is 
no equipment currently. The equipment, as I mentioned before, is 
only part of the equation. So having the equipment does not guar- 
antee the service is going to be provided. So the issues that we face 
as we roll out these programs around the country is the sites at 
which care has to take place must be private and have sufficient 
space for the patient to be able to have a consultation conducted 
with privacy and those concerns taken care of. There needs to be 
the telecommunications bandwidth. 

Also, crucially, as I mentioned, it is about relationships. It really 
has to be that there are clinicians at the local sites and the services 
to be able to be provided. 

So I can’t — my apologies — comment on one individual site, but 
this tends to be the reason why we are not seeing necessarily some- 
thing in every single site. Having equipment which is there but not 
functioning equally well is not what I would like to see either. My 
goal and what we are pushing toward is that we get all three 
pieces of this equation: the clinical service delivery, the right envi- 
ronment for the patient to be able to have the care, and the equip- 
ment to be able to do so. 

Chairman Akaka. Ms. Hawthorne, quality assurance is always a 
goal of VA. How can VA be sure that the non-VA doctors who see 
veterans in the community know how to treat combat-related ill- 
nesses like PTSD? 

Ms. Hawthorne. I would like to address that first at the broader 
level. It is important for us to ensure that veterans receiving non- 
VA care are getting the top quality for all services. So when we 
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partner with non-VA providers, we are implementing a set of core 
quality measures that the VA is looking at. We are working with 
the Office of Quality and Performance to identify outcome meas- 
ures so we will know specifically if they are providing adequate 
care or not based on these measures. 

Regarding PTSD and other mental health services — likely the 
same with Office of Rural Health — the Office of Mental Health 
Services has specific outcome measures that they look at to ensure 
that care is being provided as the VA sees fit. 

Chairman Akaka. Thank you. I am going to start on a second 
round and ask Senator Burr for any more questions. 

Senator Burr. Thank you, Mr. Chairman. I would just point out 
to the Chairman I cheated myself on the first round, so I may go 
over. 

I want to go back to the telemedicine issue, doctor, just real 
quick for the purposes of trying to sort this out for all the Mem- 
bers. 

The Asheville VA Hospital, as an example, services a population 
out of Tennessee. Today, if telemedicine is done out of Asheville 
and they monitor a Tennessee patient, that doctor, not licensed in 
Tennessee, licensed somewhere else, enters the VA system, has no 
trouble with providing that service in Tennessee, though he is 
physically in North Carolina. Correct? 

Dr. Darkins. From the point of legality, he or she can practice 
across State lines absolutely with their licensure. However, in 
order to do so, there are still requirements that regulatory bodies 
require. One of those requirements is that in Tennessee, it is nec- 
essary to check the credentials. So, in other words, to safeguard the 
patient, it is necessary to make sure that that physician who is in 
North Carolina indeed has his or her medical license, has got the 
professional training to be able to deliver those services. That is a 
requirement for VA, as other organizations. 

In addition to that, there are two pieces to the competency of a 
clinician: first, is what you can do by virtue of your training; and, 
second, is that the environment is right to do it in. 

So, to give you an example of a cardiac surgeon, somebody may 
be a fully licensed, professionally trained cardiac surgeon whose 
credentials are fully up to date and there is no issue with their 
practice. However, he or she would not be able to practice in a 
small hospital which did not have access to the necessary support 
to provide cardiac surgery. So that privilege is somebody at the 
site, so it is something related to the site. 

Senator Burr. I agree. It is more of a privileging issue that you 
are talking about. 

Dr. Darkins. It is a privileging issue. So because of that privi- 
leging issue that relates back to the physical delive^ of services, 
it is necessary for us to privilege at these various sites, and that 
is a considerable administrative burden in terms of establishing 
these services, particularly as we look toward what we would like 
to see in the future — establishing national services. 

Let me give you the hypothetical example of a woman veteran 
who is pregnant who is on antipsychotic medication. The ability to 
be able to provide access to expertise that is very specialized is 
something that potentially could be done around the country. How- 
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ever, determining the site at which the person is going to be and 
the site it is going to be delivered and making sure all that privi- 
leging is done is a logistic issue I hope I have well enough de- 
scribed. 

Senator Burr. You have, and it is the point I wanted to make 
for the Members. If we want the ideal, most efficient, highest qual- 
ity of the delivery of care utilizing telemedicine, then we have got 
some barriers to overcome. And it should be of great interest to us 
to help try to facilitate that in a way that assures us of the high 
quality. 

Let me, if I could, take the services provided in telemedicine and 
group three in a category: congestive heart failure, diabetes, and 
blood pressure monitoring. Share with me today, of the services we 
provide through telemedicine, what percentage do those three 
health conditions make up, and what makes up the rest? 

Dr. Darkins. I mentioned the three areas of health care delivery 
enterprise systems: the home telehealth; the videoconferencing be- 
tween clinic and hospital; and the store, and, forward — the taking 
of digital images to share. 

For the home telehealth, about two-thirds are taken up by the 
conditions that you mentioned. These are supporting people with 
chronic conditions in their own homes. It provides non-institutional 
care, is helping veterans live in their own homes who would other- 
wise potentially be in nursing home care. So, a very high focus on 
those high areas of need which are very expensive, as you know. 

In terms of videoconferencing, the major areas we are doing 
videoconferencing between rural sites is mental health and reha- 
bilitation. We are moving toward doing more in those areas of con- 
gestive heart failure, but our concentration has been much more in 
this proactive approach with home telehealth. 

And I mentioned diabetes: 20 percent of the veteran population 
we serve has diabetes — who have seen the Veterans Health Admin- 
istration — and so diabetic retinopathy screening, preventing avoid- 
able blindness, is a very high priority. 

So, mainly the home telehealth and the store and forward, but 
certainly an increasing amount we are going to see specialist care 
being delivered by these services as well. 

Senator Burr. In your testimony on page 2 , you said, “Currently 
over 140 VA medical centers provide” — telemedicine — “CCHT” 

Dr. Darkins. Yes. 

Senator Burr [continuing]. “In addition to 28 clinics located in 
rural and highly rural areas.” Can I interpret that to mean that 
of those 28 clinics, they actually initiate the telehealth from that 
clinic, or are you referring to that clinic is a service point for one 
of the medical centers? 

Dr. Darkens. They initiate care from that clinic. 

Senator Burr. So they would do home telehealth from that rural 
clinic. 

Dr. Darkens. They do. 

Senator Burr. OK. 

Dr. Darkens. There is no requirement — sorry, the 140 medical 
centers I mentioned, they can deliver services hundreds of miles 
from the medical center. So, the fact that they are in VA medical 
centers does not mean, by any means, they are not delivering rural 
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services. There are logistic issues around issuing the technology, 
refurbishment of the technology, that make it easier at the moment 
to do so from a medical center. However, in terms of expanding 
these services, what we have been doing is looking toward also 
making them available from local clinics such as I mentioned. 

In some instances, patients travel to the hospital or to the clinic 
to be enrolled in the program and get the technology. In other in- 
stances, the staff go out to the patients home. But certainly it is 
something that has been very pleasing for us to see what we 
thought was going to be more difficult, to go into clinic settings, 
has been rolling into the clinic settings in rural and highly rural 
areas, and something I am encouraging and want to push very 
much more for. 

Senator Burr. Let me just turn to Ms. Hawthorne for one ques- 
tion. Last year’s legislation that was enacted directed the VA to es- 
tablish a pilot program for collaboration with non-VA providers to 
deliver health care services to veterans specifically in rural areas. 
Real quickly, are these programs fully underway? And what, if any, 
obstacles to timely implementation have we run into? 

Ms. Hawthorne. Sure, good question. The Office of Rural Health 
has always had the vision to partner with community providers, so 
we welcome this piece of legislation to facilitate this. 

We took swift action in developing an implementation plan to 
execute this pilot, and we will be ready to present that at the end 
of April. And we are still dealing with two technical issues right 
now. One is the statute’s definition of “highly rural” differs from 
ours. And the second is a regulatory issue with the definition of 
“hardship.” Once those two issues are resolved, I am going to be 
happy to work with the Chairman and the Committee Members on 
that, and we will be able to promptly move forward. 

Senator Burr. Thank you very much. 

Thank you, Mr. Chairman. 

Chairman Akaka. Thank you very much. Senator Burr. 

Senator Tester? 

Senator Tester. Real quick — just kind of dovetailing off of Sen- 
ator Burr’s question — in areas that you are going to contract with 
local communities, how do you envision accuracy of medical records 
when the health care is being provided by those local folks? 

Ms. Hawthorne. When we identify the areas to specifically part- 
ner with, we will be working at the local level to execute this. So, 
the VISNs will help to identify the providers, and they will also be 
working to ensure that the medical records come back to the VA. 
And we will be asking them to use our electronic medical health 
records, and this will ensure the continuity of care and ensure that 
we do get a copy of the encounters. 

Senator Tester. As you implement this program, has there been 
any resistance from the hospital using the VA’s medical records, 
the electronic version? 

Ms. Hawthorne. At this point in our implementation, we have 
not contacted individual providers. 

Senator Tester. OK. 

Senator Burr. Could I ask one question? 

Senator Tester. Sure. 



32 


Senator Burr. Where we have used non-VA contractors, which 
we currently do, part of the contracts, as I understand it, is a re- 
quirement that those records he supplied to the VA and electroni- 
cally supplied. Am I right? 

Ms. Hawthorne. Correct. 

Senator Burr. So, currently that is in place where we are using 
contract care. 

Senator Tester. Yes. I just did not know if there was resistance 
to that. There should not be, but one never knows. 

Senator Burr. It is part of the contract. 

Senator Tester. Right. Exactly. 

One more question deals with mental health issues, and I guess 
the question is: Are there plans or how do you see us increasing 
mental health crisis beds to be available within a reasonable driv- 
ing time? Or is that an issue you have talked about? 

Ms. Hawthorne. Increasing the availability of mental health in- 
patient beds is not something that I have worked with the Office 
of Mental Health Services on, and so I will be happy to go back 
and address that question with them. 

Senator Tester. That would be good. All right. Thank you. 

Thank you, Mr. Chairman. 

[The information requested follows:] 

Response to Questions Arising During the Hearing by Hon. Jon Tester to 

Kara Hawthorne, Director, Office of Rural Health, Veterans Health 

Administration 

Question. What is the number of mental health beds available in rural areas? Are 
more needed? 

Response. In FY 08, VA had 633 mental health beds in facilities operating in 
rural areas, and 4,088 mental health beds in facilities operating in urban areas. 

Although the cumulative number of Veterans living in rural areas is high, the 
number living in any specific rural area is relatively low. The need for high inten- 
sity, low frequency health care services such as admission to an inpatient mental 
health unit is likely to be variable. From a clinical perspective, it would not be re- 
sponsible to recommend any large scale increase in the number of VA mental health 
inpatient beds in rural areas. When a Veteran needs hospitalization for a mental 
disorder, it is important to arrange admission as soon as possible to a high quality 
facility that is staffed by clinicians with expertise in the Veterans’ condition that 
can ensure continuity of care after discharge, and is accessible to the Veteran’s fam- 
ily and support system. For Veterans living in rural areas, the best balance between 
these goals can be achieved by admission to the closest VA Medical Center. At other 
times, it can best be achieved by arranging for emergency admission to a local com- 
munity-based facility. The best strategy is for individual, case-by-case evaluations. 

Chairman Akaka. Thank you. Senator Tester. 

Now let me call on Senator Johanns for your questions. 

STATEMENT OF HON. MIKE JOHANNS, 

U.S. SENATOR FROM NEBRASKA 

Senator Johanns. Senator, thank you. 

If I could just follow up on questions by Senator Burr. I have 
very high hopes for this pilot program, because there is, in some 
cases at least, capacity in some rural areas. And it just seems to 
me that it would be a natural. 

But recognizing the difficulty of trying to match the VA system 
with that local hospital or medical provider in terms of the elec- 
tronic system, how big of an impediment do you think that will be? 
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Because they cannot all have the system that would interconnect. 
And is that holding us back? 

Ms. Hawthorne. I do not believe it is holding us back because 
we already do it. 

Senator Johanns. OK. 

Ms. Hawthorne. So there are methods for the non-VA providers 
to link into our system without having full access to the entire 
medical records. 

So, to directly answer your question, no, I do not believe that will 
be an impediment, but it is something that we will, of course, have 
to address and be tracking. 

Senator Johanns. Then if I might follow up on a question by 
Senator Tester, I appreciate his question about mental health serv- 
ices, because I suspect in his State they have identical problems as 
we do: just a lack of services in the rural areas, just in some rural 
areas a complete lack of services. It is hard to get a psychiatrist 
to go to rural areas, et cetera, et cetera. 

Any idea on a novel approach? Because many veterans des- 
perately need these services. They come home, they go back to the 
ranch or the farm, and all of a sudden things are falling apart for 
them. How do we deal with that? 

Ms. Hawthorne. You have identified a very real problem, and 
we have done some analysis looking at highly rural areas, and 
what you stated is exactly the fact. There are not always the non- 
VA providers to even fee out to or contract with. 

Senator Johanns. Right. 

Ms. Hawthorne. So we are looking at — well, telehealth is obvi- 
ously one of the major ways we are going to increase access to 
those veterans. We are also looking at other methods, such as 
using the telephone lines for care management. And we will have 
to be even more creative in identifying other methods and look to 
you if you have any ideas you would like to share. 

Senator Johanns. I will just offer this thought: Telemedicine is 
a big resource here. It is an interesting thing. For example, on 
counseling services, people do not seem to be bothered commu- 
nicating through that television set. And that offers at least the 
possibility to connect somebody in a very rural area with somebody 
in an urban area and, again, provide counseling services. I have 
seen it at work. 

Many hospitals now do have telemedicine. Do you see an oppor- 
tunity to contract into that hospital, for example, using their tele- 
medicine services if we do not have those services out in the rural 
area? 

Dr. Darkins. Perhaps I could comment on that. Certainly, VA 
has very extensive experience in delivery of tele-mental health. The 
area you mentioned of counseling is extensively done throughout 
VA, not only in terms of individual counseling of patients, but as 
opposed to in terms of group counseling and group therapy, which 
is possible to do in locations. Also, treatment of PTSD, depression, 
and treatment of psychosis is all routinely done now. Not only is 
it done between hospital and smaller hospital, hospital and clinic, 
it is also being done directly into the patient’s home. So the VA has 
a very extensive experience of that. 
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We are working very closely in terms of addressing these issues 
because telehealth can provide part of the solution, but what it has 
to do is to fit into how you crisis manage, how you fit into that 
wider spectrum of care. And, therefore, I work enormously closely 
with my colleague Dr. Katz in the Office of Mental Health Services. 

VA has made incredible strides, I believe, over the last few years 
in terms of becoming, really, a model that other organization are 
looking to about the kinds of innovative approaches to delivering 
care that you have just mentioned. So, we have been looking to- 
ward how we move telehealth into rural areas; how we use it in 
the context of also physical bases of services. 

You asked about doing it with other organizations. Yes, that is 
possible. There are difficulties in terms of not having a really ro- 
bust contracting system for telehealth in the world outside. There 
are issues about exchange of health information. There are privacy 
issues in terms of linking onto networks, and there are just, again, 
those barriers to delivery of care, something which we are very well 
aware of working actively and hard to do. So it is really not for the 
want of either enthusiasm or wish, but just as we work through 
those details to make it happen. And, again, we would be very glad 
for any suggestions from either yourself or other Members of the 
Committee on how you think we might address this more. 

Senator Johanns. I am out of time, but I will just wrap up with 
a suggestion. Having dealt with many of these issues as a Gov- 
ernor, one thing I would recommend — and I suspect you are doing 
it already — is to reach out to the Chief Medical Officer in the State. 
Every State has one. Some States have better public health net- 
works than others, but that position is probably going to exist to 
some degree in every State, just simply because those personnel 
are traveling the same road you are. They are trying to figure this 
out, how do we get services out into rural areas, how do we deal 
with these very same issues. It could be a great partnership; cer- 
tainly would be a resource that I would urge you to tap into. So 
thank you. 

Chairman Akaka. Thank you. Senator Johanns. 

Senator Johanns. Thank you, Mr. Chairman. 

Chairman Akaka. Senator Burris, for any second-round ques- 
tions? 

Senator Burris. I am fine, Mr. Chairman. I am listening and 
learning. Thank you. 

Chairman Akaka. Thank you. We will submit our questions for 
the record and dismiss the first panel. 

Thank you very much for your responses. You have been very 
helpful this morning. 

Dr. Darkens. Thank you very much. 

[Questions from the Committee Members follow:] 

Response to Post-Heaeing Questions Submitted by Hon. Patty Murray to 

Kara Hawthorne, Director, Office of Rural Health, Veterans Health 

Administration 


contract/fee-basis care 

Question 1. Ms. Hawthorne, as you expand your partnership with local community 
providers through fee-hasis and contracting, can you tell me how VA will be able 
to retain its quality control measures and continuity of care for which it has become 
well-known for? 
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Response. The Department of Veterans Affairs (VA) is committed to ensuring the 
highest possible quality of care for Veterans, regardless of how and where their care 
is delivered. This means care consistent with evidence-based practices and proper 
coordination to assure continuity. 

VA would like to point out that such challenges are not easily met, in part be- 
cause of well-recognized barriers to coordination in community practices.'^ Addition- 
ally, few community physicians have the infrastructure to electronically capture and 
report the clinical variables that VA relies on to ensure quality care.^ Finally, unless 
a community site meets certain minimal volume thresholds (the statistical rule of 
thumb is approximately 30 unique cases per reporting period), performance metrics 
will have too great an error margin to be usable. 

Recognizing these challenges, VA is developing quality measurement tools to be 
used for both fee basis and contracted care. Because community capabilities differ 
widely, and the needs for fee basis or contracted care similarly vary by locale, our 
approach has to be tailored to meet specific local constraints. Project HERO, which 
represents one of VA’s first efforts at managing and consolidating contracted care, 
has allowed us to develop and test combinations of metrics, such as facility accredi- 
tation, provider credentialing, access measures, patient safety incident evaluation, 
clinical documentation submission, and patient satisfaction. In addition, the parent 
VA medical center provides local quality management and peer review of selected 
clinical records, to ensure outside care meets our own standards. We note that sev- 
eral of the Models for Care Coordination outlined by Bodenheimer (reference 1), 
such as electronic referral and data capture, referral agreements, and investing in 
care coordination, are currently in the process of testing and adoption. Wider use 
of electronic health records by community practices, and greater diffusion of per- 
sonal health record usage (My HealtheVet) among Veterans will further support the 
sharing of clinical information that will support both quality monitoring and con- 
tinuity of care. 

ORGANIZATIONAL PLACEMENT OF OFFICE OF RURAL HEALTH 

Question 2. The Independent Budget has raised concerns with the placement of 
the VA’s Office of Rural Health within the organization. Specifically, they are con- 
cerned that by placing ORH in the VHA Office of Policy and Planning — rather than 
closer to the operational arm of the VA system — could, “frustrate, delay or even can- 
cel initiatives established by the Rural Health staff.” Would you respond to these 
concerns? 

Response. Placing the Office of Rural Health (ORH) in the Office of the Assistant 
Deputy Under Secretary for Health for Policy and Planning was a purposeful deci- 
sion made by the Under Secretary for Health after carefully evaluating what office 
was best equipped with technical resources and leadership skills to assure the suc- 
cessful creation and operation of this critical new office. The Veterans Health Ad- 
ministrations’ (VHA) Office of Policy and Planning has well-established relation- 
ships with program offices engaged in developing services that meet the health care 
needs of Veterans in rural communities; it also works closely with the Office of the 
Deputy Under Secretary for Health for Operations and Management and Veterans 
Integrated Service Networks (VISN) leadership. 

VHA’s Office of Policy and Planning is responsible for several functions directly 
connected with access and care issues for Veterans in rural areas. For example, the 
Office is intimately involved with the annual strategic planning process, which 
works with local facilities and VISN to identify and address the need for commu- 
nity-based outpatient clinics (CBOC) in market areas across the country. ORH’s 
presence provides a voice for the needs of rural Veterans during this process. 

VHA’s Office of Policy and Planning is also responsible for forecasting projections 
and conducting geospatial analyses to identify communities of underserved Vet- 
erans. These are instrumental in helping ORH achieve its goals of addressing gaps 
in services, reducing drive times for Veterans and ensuring resources are provided 
to high-need areas. 

Moreover, ORH works closely with VHA’s Operations and Management to ensure 
the interests of rural Veterans are represented. VA recognizes that every local com- 
munity is different, with unique challenges and opportunities. By working with Op- 
erations and Management, ORH supports local solutions. For example, in December 
2008, VA provided almost $22 million directly to VISNs to help them immediately 


1 Bodenheimer, T. “Coordinating Care: A Perilous Journey through the Health Care System.” 
New England Journal of Medicine. 2008; 10; 358: 1064-1071. 

2 Cans, D et al. “Medical Groups’ Adoption of Electronic Health Records and Information Sys- 
tems.” Health Affairs. 2006; 24;5: 1323—1333. 
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implement programs to improve services for rural Veterans. This funding is part of 
a 2-year program focusing on initiatives such as new technologies, provider recruit- 
ment and retention, and close cooperation with other organizations at the Federal, 
State and local levels. Facilities and networks are using these funds to sustain cur- 
rent programs, initiate pilot programs and establish new outpatient clinics. 

By positioning ORH under VHA’s Office of Policy and Planning, ORH can easily 
reach out not only to VISNs but to program offices within VHA. Most recently, in 
February 2009, ORH distributed guidance to VISNs and program offices regarding 
the allocation of the remaining funds to enhance rural health care programs. Pro- 
gram offices and VISNs are eligible to apply for this funding, which will support 
programs in six key areas of focus: access, quality, technology, workforce, education 
and training and collaboration strategies. Projects may include leveraging existing, 
proven initiatives, such as structured initiatives to expand fee-basis care; developing 
collaborations with Federal and non-Federal partners; accelerating telemedicine de- 
ployment; funding innovative pilot programs; and increasing access points in rural 
and highly rural areas (e.g., outreach clinics in areas not meeting VA’s drive time 
standards, or developing mobile clinics). ORH continues to ensure program offices 
and VHA’s Operations and Management are involved in all programmatic activities, 
and ORH’s placement under the VHA Office of Policy and Planning provides the ap- 
propriate vehicle for these collaborations. 

FUNDING FOE OEH 

Question 3. Ms. Hawthorne, the Office of Rural Health was established only a few 
years ago and it was assigned the rather broad role of overseeing the health care 
services provided to millions of rural Veterans across the country. I want to make 
sure that your office has the resources it needs to ensure it performs its role as ef- 
fectively as possible. In your opinion, does the Office of Rural Health have the re- 
sources it requires to achieve its full potential? 

Response. ORH is sufficiently funded to meet the needs of rural Veterans. Our 
funding in fiscal year (FY) 2009 is supporting important initiatives, such as the 
rural health resource centers, mobile clinics, outreach clinics, VISN rural consult- 
ants, mental health and long-term care projects. We have also been able to support 
new initiatives through direct funding to VISNs and by soliciting requests from pro- 
gram offices and facilities to support programs in six key areas of focus, including 
access, quality, technology, workforce, education and training, and collaboration 
strategies. Successful programs will be included in the base budget of ORH, the fa- 
cility or network, or the program office in the future. 

MENTAL HEALTH STIGMA 

Question 4(a). The wars in Iraq and Afghanistan present a twofold challenge 
when it comes to caring for our rural Veterans. As you know, nearly half of service- 
members deployed in Iraq and Afghanistan are from rural areas. On top of this, 
study after study has shown high rates of TBI and PTSD among returning service- 
members. Folded together, these facts present a real challenge for the Office of 
Rural Health and VA generally. I think all of us here recognize that VA will have 
to be smart about how it approaches rural health care for Iraq and Afghanistan Vet- 
erans. Have you found any evidence that the stigma of seeking mental health care 
is greater in rural areas than in more urbanized sections of the country? 

Response. VA is not aware of any research that directly addresses the question 
of whether there is a greater degree or prevalence of stigmatization of mental health 
care in rural areas compared to more urban locations. 

Question 4(b). If you have identified this as a problem, what steps is VA taking 
to decrease the stigma in rural areas? 

Response. VA is reducing the stigma of seeking mental health care in both urban 
and rural settings through several initiatives. First, VA has integrated mental 
health care into primary care settings. VA screens any patient seen in our facilities 
for depression. Post Traumatic Stress Disorder (PTSD), problem drinking and mili- 
tary sexual trauma. We have incorporated this screening and treatment into pri- 
mary care settings. We further offer programs for Veterans at risk of suicide, Vet- 
erans who are homeless, and Veterans who have experienced military sexual trau- 
ma. We provide these services by conducting an initial evaluation of all patients 
with potential mental health issues within 24 hours of contact, and we provide ur- 
gent care immediately. We are close to meeting our new standard of care — to see 
all new patients seeking a mental health care appointment within 14 days of their 
requested date 95 percent of the time; the standard is 95 percent rather than 100 
percent to allow for the occasional Veteran who may prefer to delay this evaluation. 
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perhaps because of planned travel. Nationally, we see 95.3 percent of patients with- 
in the 14-day standard. 

VA provides mental health care in several different environments, including Vet 
Centers. There are strong, mutual interactions between Vet Centers and our clinical 
programs. Vet Centers provide a wide range of services that help Veterans cope 
with and transcend readjustment issues related to their military experiences in war. 
Services include readjustment counseling for Veterans, marital and family coun- 
seling necessary for the successful readjustment of the Veterans, bereavement coun- 
seling, military sexual trauma counseling and referral, demobilization outreach/serv- 
ices, substance abuse assessment and referral, employment assistance, referral to 
VA medical centers. Veterans Benefit Administration (VBA) referral, and Veterans 
community outreach and education. Vet Centers provide a non-traditional thera- 
peutic environment where Veterans and their families can receive counseling for re- 
adjustment needs and learn more about VA’s services and benefits. By the end of 
FY 2009, VA will offer 271 Vet Centers with 1,526 employees to address the mental 
health and readjustment needs of Veterans. Additionally, VA is deploying a fleet of 
50 new Mobile Vet Centers early this year; they will provide outreach to returning 
Veterans at demobilization activities across the country and remote areas. 

Care Coordination/General Telehealth (CCGT) programs support the delivery of 
specialist care in the patient’s local community in urban, rural and highly rural set- 
tings. CCGT programs encompass 36 clinical specialties but currently focus on men- 
tal health and rehabilitation needs. In FY 2008, over 48,000 Veterans received care 
nationally through CCGT of which 29,000 Veterans received mental health care via 
tele-mental health. CCGT services are provided at 149 VA medical centers and 353 
community based outpatient clinics. In FY 2008 Veterans received this care at 171 
sites which were in rural or highly rural areas. 


Response to Post-Hearing Questions Submitted by Hon. Bernard Sanders to 
Kara Hawthorne, Director, Office of Rural Health, Veterans Health Ad- 
ministration and to Adam W. Darkins, MD, Chief Consultant for Care Co- 
ordination, Veterans Health Administration 

PARTNERING WITH FQHCS AND CMHC FOR TELE-MENTAL HEALTH 

Question 1. Can you tell me what VA is doing in the area of tele-mental health 
counseling and what you think about the idea of using federally Qualified Health 
Centers and Community Mental Health Centers as satellite locations where VA pa- 
tients can link up over the internet with VA doctors who can provide them with 
mental health counseling from a community-based outpatient clinic (CBOC) or VA 
medical center? Is this a way we can expand the reach of VA’s care into rural areas? 

Response. All services provided in VA’s routine delivery of care via tele-mental 
health can be considered to include “counseling.” In FY 2008, VA provided tele-men- 
tal health services to 29,000 Veterans. However, if a narrower definition of coun- 
seling is applied — that is, a specific session of individual or group psychotherapy, 
then VA conducted 2,400 individual sessions or group psychotherapy sessions with 
760 Veterans via tele-mental health in FY 2008. 

VA’s primary obligation is to meet the health care needs of Veterans. We prefer 
to do this within our own facilities because we have established common standards 
for quality care based upon objective measures and because of the benefits of a co- 
ordinated and comprehensive electronic health record. Moreover, VA screens any pa- 
tient seen in its facilities for depression, PTSD, problem drinking, and military sex- 
ual trauma. In some situations, however, the patient’s needs will be better served 
by finding an alternate provider. 

VA supports the use of federally Qualified Health Centers and Community Health 
Centers as satellite locations where Veterans can access care. Such access over the 
Internet or other telecommunications media needs to ensure privacy and confiden- 
tiality of patient data. In addition, provision of care at these sites must adhere to 
VA policies and procedures, provide electronic access to the requisite patient data, 
and satisfy patient safety considerations. Services to Veterans accessed via tele- 
health from federally Qualified Health Centers and Community Health Centers 
would provide a mechanism to expand access to care for Veterans in rural areas. 
Access would include technological and contracting mechanisms to ensure safe, ap- 
propriate and cost-effective clinical services. Within VA, patients are routinely of- 
fered access to face-to-face services when this is their preference. 

Section 107 of Public Law 110-387 asks VA to conduct a rural pilot program in 
at least three VISNs to evaluate the feasibility and advisability of providing Oper- 
ation Enduring Freedom/Operation Iraqi Freedom (OEF/OIF) Veterans (particularly 
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those who served as members of the National Guard or Reserve) peer services, read- 
justment counseling, and other mental health services. These services would be pro- 
vided through a variety of arrangements with a group of community and Indian 
health organizations that deliver mental health services in rural areas. Tele-mental 
health may be one of the service delivery modalities tested in this pilot. VA’s Office 
of Mental Health Services is currently in the process of implementing the pilot in 
collaboration with the Office of Rural Health. 

PARTNERING WITH THE NATIONAL HEALTH SERVICE CORPS 

Question 2. It is my understanding that VA is not currently partnering with the 
National Health Service Corps to help increase the number of high quality medical 
professionals in rural areas. Is that correct? Can you tell the Committee whether 
you think there would be some benefit in such a partnership? We obviously don’t 
want to take Health Service corps doctors away from the communities they serve, 
but could there be some kind of connection with VA? 

Response. VA does not currently have an active partnership with the National 
Health Services Corps (NHSC) in the development of medical professionals. Due to 
certain legal restrictions, VHA facilities do not meet Department of Health and 
Human Services (HHS) criteria to be designated as NHSC practice sites for fulfill- 
ment of service commitments. To be eligible under HHS’ criteria to participate, VA 
would have to accept Medicare, Medicaid and indigent patients. 

However, to develop health care professionals, VHA modeled the Health Profes- 
sionals Educational Assistance Program, Employee Incentive Scholarship Program 
(EISP) after the programs sponsored by HHS’ National Health Services Corps. Since 
2000, VA has offered scholarship programs for VHA employees that assist in meet- 
ing staffing needs through academic degree training for health care occupations. 
Over 4,500 individuals have graduated from academic degree programs under EISP. 
Many employees returned to school to enhance their existing professional creden- 
tials, but approximately 500 of these graduates were newly licensed health care pro- 
viders. The statute requires a VHA service obligation modeled after the NHSC pro- 
gram, but fulfillment of the service agreement is not limited to rural areas. The 
statute does provide the Secretary the flexibility to require that service obligations 
be performed in any VHA facility as needs dictate. To date the program has not im- 
plemented this relocation provision or specifically used scholarships as a mechanism 
to geographically distribute the workforce to rural areas. Many VA employees in 
rural areas have participated in EISP. 

From the late 1980s through 1998, VA had statutory authority for a scholarship 
program for individuals who were not VA employees; however authority for that 
program expired December 31, 1998 and has not been reauthorized. This provision 
would be most similar to the NHSC program in terms of providing scholarships to 
individuals in exchange for service in hard-to-recruit locations. Chairman Akaka has 
introduced legislation to extend the sunset provision in the current statute. 

CARE FOR FAMILIES LIVING IN RURAL AREAS 

Question 3. We have spent a good deal of time at the hearing discussing the care 
for our Veterans and that is, of course, the top priority. But we also have to recog- 
nize that when a Veteran needs help, as many of our Veterans from Iraq and Af- 
ghanistan and other conflicts do, that also means the family needs assistance. What 
is VA doing to help connect to family members of rural Veterans, especially those 
from Iraq and Afghanistan, to let them know about counseling services, expanded 
through congressional action in the 110th Congress (Public Law 110-387), available 
for family members through VA? 

Response. VA appreciates that families are central to the readjustment process for 
combat Veterans. In response to the growing numbers of Veterans returning from 
combat in OEF/OIF, the Vet Centers initiated an aggressive outreach campaign to 
welcome home and educate returning servicemembers at military demobilization 
and National Guard and Reserve sites. Through its community outreach and refer- 
ral activities, the Vet Center program also provides many Veterans and family 
members the means of access to other VHA and VBA programs. To augment this 
effort, the Vet Center program recruited and hired 100 OEF/OIF Veterans to pro- 
vide the bulk of this outreach to their fellow Veterans and Veterans’ family mem- 
bers. The program’s focus on aggressive outreach activities has resulted in the provi- 
sion of timely Vet Center, and other VA, services to significant numbers of OEF/ 
OIF Veterans and family members. Vet Centers also provide readjustment coun- 
seling services for Veterans, including marital and family counseling as necessary 
for the successful readjustment of the Veteran. 
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In another area, VA actively supports OEF/OIF transition through the Depart- 
ment of Defense (DOD) Yellow Ribbon Reintegration Program (YRRP). The National 
Defense Authorization Act for FY 2008 (Section 582) tasked the Secretary of De- 
fense with establishing a national combat Veteran reintegration program to provide 
support and outreach to National Guard and Reserve members throughout the en- 
tire deployment cycle. VA plays a key role in the DOD YRRP office, which opened 
in March 2008, by providing a full-time VA Liaison to the office. The VA Liaison 
works closely with the program management and service liaison officers within the 
program office and provides technical expertise and guidance pertaining to VA bene- 
fits, services, and programs available to National Guard and Reserves and their 
family members. The YRRP is currently active in 54 States and territories, and en- 
gages servicemembers and their families in the pre-, during and post-deployment 
stages, including 30, 60, and 90 days after deployment. At the local level, VA sup- 
ported 185 Guard and Reserve Yellow Ribbon Events in FY 2008 through the end 
of March 2009. A total of 25,993 servicemembers attended these events, and 17,809 
family members did, too. VA provides information, assistance, and referrals to ser- 
vicemembers and helps them enroll in VA care. 

Preventing Veteran suicide is a paramount goal for VA. As part of VA’s Suicide 
Prevention Initiative, two public service announcements (PSA) have been developed 
to speak to Veterans and their families. The first PSA released features actor Gary 
Sinise and targeted Veterans directly. The second PSA features TV personality 
Deborah Norville and includes key messages designed to help families and loved 
ones of Veterans recognize warning signs of suicide. The PSAs also provide helpful 
information to aid in support and intervention. 

In addition, VA is developing healthy cooking videos as part of the HealthierUS 
Veterans initiative for Veterans and their families. These videos aim to promote a 
healthier life style by eating right and staying active. The cooking videos will help 
Veterans and their families make healthier choices in purchasing and preparing 
food to achieve a healthier diet. 

EFFORTS TO INCREASE PAY FOR VA EMPLOYEES 

Question 4. I mentioned in my opening statement the challenges we are having 
recruiting and retaining VA employees in Vermont because of the low locality pay 
level in our areas compared to neighboring states. Is this a complaint you have 
heard in other parts of the country? What suggestions do you have to fix this prob- 
lem? Does VA have any involvement in the Office of Personnel Management’s local- 
ity pay decisions? 

Response. VA recognizes there are pay disparities in some areas, specific to local 
occupations, and we are working aggressively to address these disparities within our 
current resources. VHA has the authority to adjust salary rates for hybrid title 38 
and title 38 occupations to remain competitive if there are difficulties recruiting or 
retaining employees in a given area. We continue to offer incentives, salary adjust- 
ments, scholarships and loan repa 3 Tnent assistance. VHA recently awarded a con- 
tract to a private consultant to gather current salary data specific to local labor 
markets to facilitate a comparison across all medical facilities, including rural areas. 
This analysis will assist VHA in adjusting salaries as needed. VHA does not specifi- 
cally have input into locality pay decisions by the Office of Personnel Management, 
but we have the authority to adjust salaries for title 38 and hybrid title 38 positions. 

PEER-TO-PEER OUTREACH 

Question 5. What does the Office of Rural Health think about using more peer- 
to-peer outreach to help connect to our rural Veterans and their families to make 
sure they know about and can access VA services available to them? In Vermont, 
we have a program operated by the Vermont National Guard with assistance from 
VA called the “Vermont Veterans and Family Outreach Program.” This program 
uses VA-trained Veterans to conduct outreach to returning servicemembers and we 
have found it is quite an effective way to contact Veterans, who may normally be 
hesitant to seek out help, and connect them to needed services. Could Vermont’s 
program be eligible for inclusion in the pilot program required by Section 107 of 
Public-Law 110-387? 

Response. VA recognizes the importance of the Veteran-to-Veteran connections, 
and VA is proud that it is one of the leading agencies in the Federal Government 
in terms of emplo 3 dng Veterans. There is no better example of this commitment 
than in VA’s Vet Center program. By design, the Vet Center program promotes the 
value of Veteran-to-Veteran peer readjustment services, a time-honored lesson 
throughout the program’s 30-year history. The Vet Center experience teaches that 
combat Veterans strongly prefer to talk to other Veterans who understand the mill- 
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tary culture and who share similar comhat experiences. Receiving outreach and re- 
adjustment counseling from a fellow warrior of the same age group and military ex- 
perience establishes an immediate connection and facilitates trust between Vet- 
erans. This opens the door to care for many combat Veterans who would not other- 
wise be receptive to entering the health care system. The Readjustment Counseling 
Service initiated the Vet Center Global War on Terror (GWOT) Veteran outreach 
program in the wake of hostilities in Afghanistan and Iraq. VA has added 100 
GWOT Veterans to the Vet Center staff across the country. These newest members 
of the Vet Center staff are primarily involved in our outreach efforts to make con- 
tact with their fellow Veterans as soon as they return from combat. Their unique 
ability to understand and connect with each other allows these staff members to 
help servicemembers access VA services as soon as possible after returning. Vet 
Center GWOT outreach specialists conduct proactive outreach services for all re- 
turning warriors and their families at Active Military, National Guard, and Reserve 
sites, and at other community locations. Since 2004, the Vet Center Program has 
hired over 200 additional OEF/OIF combat Veterans into other staff positions at Vet 
Centers. 

Section 107 of Public Law 110-387 asks VA to conduct a rural pilot program in 
at least three VISNs to evaluate the feasibility and advisability of providing OEF/ 
OIF Veterans (particularly those who served as members of the National Guard or 
Reserve) peer services, readjustment counseling, and other mental health services. 
These services would be provided through a variety of arrangements with a group 
of community and Indian health organizations that deliver mental health services 
in rural areas, tele-mental health may be one of the service delivery modalities test- 
ed in this pilot. VA’s Office of Mental Health Services is currently in the process 
of implementing the pilot in collaboration with the Office of Rural Health. 

Chairman Akaka. Now let me call on and welcome our second 
panel of witnesses to today’s hearing. 

We will hear first from Reverend Ricardo Flippin, a community 
leader on the front lines in West Virginia, describing the health 
problems of our veterans who live in rural areas. 

Then we have Alan Watson, who is Chief Executive Officer of 
two rural hospitals. He will describe some of the challenges in pro- 
viding hospital care for veterans in communities where there are 
no VA hospitals. 

Next we will have Tom Loftus, Commander of an American Le- 
gion Post. Commander Loftus will tell the Committee about the 
problems that our veterans face when they are trying to obtain out- 
patient care in communities without a VA clinic. 

Finally, Matt Kuntz, Executive Director of the Montana Chapter 
of the National Alliance on Mental Illness, will share information 
on the particular problems faced by veterans with mental illness 
who need to obtain care in a rural community. 

Thank you all for joining us today. Your full statements will ap- 
pear in the record. 

Reverend Flippin, will you please begin? 

STATEMENT OF REVEREND RICARDO C. FLIPPIN, PROJECT 

COORDINATOR, WEST VIRGINIA COUNCIL OF CHURCHES, 

CARE-NET: CARING BEYOND THE YELLOW RIBBON 

Rev. Flippin. Chairman Akaka, Ranking Member Burr in 
absentia, and Members of the Senate Committee on Veterans’ Af- 
fairs, thank you for the honor and the opportunity to speak to you 
today about the health care needs of our rural veterans. 

My name is Reverend Ricardo Flippin from Charleston, West Vir- 
ginia. I represent CARE-NET: Caring Beyond the Yellow Ribbon, 
a project of the West Virginia Council of Churches funded by the 
Claude Worthington Foundation and the Attorney General Office of 
the State of West Virginia. 
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The State of West Virginia supports a military complex of Army 
and Air National Guard, Army and Air Reserve Components, plus 
Navy and Marine Reserve Units. Many of our soldiers in these 
units are serving their second or third tour of duty in Iraq or Af- 
ghanistan. 

Unlike the regular active army member who returns to a perma- 
nent base with medical clinics, surrounded by other soldiers and 
soldier families for support, our military members — National 
Guard — return home to a civilian community where few under- 
stand their military experiences. West Virginia armories are scat- 
tered across the State, many hours’ drive from military or veteran 
health care facilities. 

CARE-NET: Caring Beyond the Yellow Ribbon works to connect 
communities and helping professionals in the community to our re- 
turning veterans. This is particularly important in the areas with- 
out VA facilities. CARE-NET identifies the needs of the veteran 
and his or her family — needs like: the tools to fight addiction; Post 
Traumatic Stress Disorder; Traumatic Brain Injury; and equipping 
their families with the skills to cope with these invisible wounds. 
And then we try to match those needs with the resources in our 
small communities. 

This is particularly important to our rural veterans. In West Vir- 
ginia, more than half of our veterans live in rural areas. And we 
know that veterans living in those areas are more likely to suffer 
from PTSD or depression than our veterans in urban areas. Our re- 
searchers think the reason for this is a lack of mental health care 
providers in rural areas. The VA itself has done work showing that 
rural veterans have more serious and costly health care problems 
than urban veterans. 

Many believe that TRICARE, the military insurance that pro- 
vides veterans with 6 months of coverage after discharge, solves 
this problem. However, many providers in rural communities will 
not take TRICARE because it does not reimburse at the community 
rate. Then when TRICARE runs out, our veterans must rely on the 
VA. Many of our community providers will not accept VA payments 
either. In West Virginia, this can mean that our veterans must 
travel for hours to get care at VA facilities. 

Organizations like CARE-NET across the country are trying to 
connect our community resources with our returning veterans in 
those areas without VA hospitals or clinics. We urge the Committee 
and the VA to work with community health care providers and or- 
ganizations like CARE-NET to use all our resources in rural com- 
munities to care for our veterans. We must reach out to our wound- 
ed veterans wherever they live and guarantee that they can get the 
care they need — a promise should be a promise, no matter where 
the servicemember calls home. 

Thank you for this opportunity to speak on behalf of our rural 
veterans and their communities. 

[The prepared statement of Rev. Flippin follows:] 

Prepared Statement of Reverend Ricardo C. Flippin, Coordinator, CARE- 
NET: Caring Beyond the Yellow Ribbon, West Virginia Council of Churches 

Chairman Akaka, Ranking Member Burr, and Members of the Senate Committee 
on Veterans’ Affairs: thank you for the honor and the opportunity to speak to you 
today about the health care needs of our rural veterans. 



42 


My name is Reverend Ricardo Flippin from Charleston, West Virginia. I represent 
CARE-NET: Caring Beyond the Yellow Ribbon, a project of the West Virginia Coun- 
cil of Churches funded by the Claude Worthington Foundation and the Attorney 
General Office of the State of West Virginia. 

The state of West Virginia supports a military complex of Army and Air National 
Guard, Army and Air Reserve Components, plus Navy and Marine Reserve Units. 
Many of our soldiers in these units are serving their second or third tour of duty 
in Iraq or Afghanistan. 

Unlike the regular military member (active duty) who returns to permanent bases 
with medical clinics, surrounded by other soldiers and soldier families for support, 
our military members return home to a civilian community where few understand 
their military experiences. West Virginia armories are scattered across the state, 
many hours’ drive from military or veteran healthcare facilities. 

CARE-NET: Caring Beyond the Yellow Ribbon works to connect communities and 
helping professionals in the community to our returning veterans. This is particu- 
larly important in the areas without VA facilities. CARE-NET identifies the needs 
of the veteran and his or her family — needs like the tools to fight addiction, PTSD 
and TBI, and equipping their families with the skills to cope with these invisible 
wounds. And then we try to match those needs with the resources in our small com- 
munities. 

This is particularly important to our rural veterans. In West Virginia, more than 
half of all our veterans live in rural areas. And we know that veterans living in 
those areas are more likely to suffer from PTSD or depression than our veterans 
in urban areas. Our researchers think the reason for this is a lack of mental health 
care providers in rural areas. The VA itself has done work showing that rural vet- 
erans have more serious and costly health care problems than urban veterans. 

Many believe that TRICARE, the military insurance that provides veterans with 
six months of coverage after discharge, solves this problem. However, many pro- 
viders in rural communities will not take TRICARE because it does not reimburse 
at the community rate. Then, when TRICARE runs out, our veterans must rely on 
the VA. Many of our community providers will not accept VA pajnnents either. In 
West Virginia, this can mean that our veterans must travel for hours to get health 
care at VA facilities. 

Organizations like CARE-NET across the country are trying to connect our com- 
munity resources with our returning veterans in those areas without VA hospitals 
or clinics. We urge the Committee and the VA to work with community health care 
providers and organizations like CARE-NET to use all our resources in rural com- 
munities to care for our veterans. We must reach out to our wounded veterans 
wherever they live and guarantee that they can get the care they need- a promise 
should be a promise, no matter where the servicemember calls home. 

Thank you for this opportunity to speak on behalf of our rural veterans and their 
communities. 

Chairman Akaka. Thank you very much, Rev. Flippin. 

Now we will hear from Mr. Watson. 

STATEMENT OF ALAN WATSON, CHIEF EXECUTIVE OFFICER, 

ST. MARY’S MEDICAL CENTER OF CAMPBELL COUNTY, 

LAFOLLETTE, TENNESSEE 

Mr. Watson. Thank you, Chairman Akaka, Ranking Member 
Burr in absentia, distinguished Members of this Committee. Thank 
you for the opportunity to speak to you today about the challenges 
small communities encounter when providing health care to our 
veterans. 

I am Alan Watson, Chief Executive Officer of St. Mary’s Medical 
Center of Campbell County in LaFollette, Tennessee. St. Mary’s 
Medical Center of Campbell County is located in a rural Appa- 
lachian community and provides 56 acute-care beds, 10 senior be- 
havioral health beds, and 98 long-term-care beds. We offer a broad 
array of acute-care services including emergency care, general sur- 
gery, pulmonary medicine, cardiology, senior behavioral health, and 
imaging services. 
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In our county, almost one-fourth of the population is helow the 
Federal poverty level. All of our health care providers provide care 
each day without the guarantee of reimbursement for that care, 
making it difficult for physicians to be recruited into this area. The 
National Health Service Corps has been a valued resource in re- 
cruiting providers; however, we still need more providers in the 
community. 

Many of the patients that we serve on a daily basis are veterans. 
Thirty-five hundred veterans live in the county where our hospital 
is located. I would first like to say that I believe the care that vet- 
erans receive in VA facilities is excellent if they are fortunate 
enough to have the means to travel to those facilities or live near 
them. Our concerns with the VA system are not with the care it 
delivers to veterans within the system, but with the access to that 
care and continuity of care for our rural veterans. 

Access to care for our veterans is limited by the distance to VA 
facilities and the number of providers available at those facilities. 
The closest outpatient clinic to LaFollette, Tennessee, is located 1 
hour away in Knoxville. This clinic provides primary care, phar- 
macy, and limited diagnostic services. Specialist care is not avail- 
able to manage the many disease processes identified in our vet- 
eran population. Veterans who require hospitalization and/or spe- 
cialist care must drive to the Veterans Administration Medical 
Center in Mountain Home, Tennessee, a 2V2-hour drive. The next 
closest VA Medical Center is located in Murfreesboro, Tennessee, 
3 V 2 hours by car. 

These distances present significant challenges to our veterans 
considering that many cannot drive and do not have family mem- 
bers available to drive them to either Mountain Home or Murfrees- 
boro. In addition, it is reported that local ambulance services are 
reluctant to transport patients because payment by the VA has 
been denied in the past. 

The second limiting factor related to care access is the low num- 
bers of providers at the various VA clinics. Appointments are 
scheduled weeks and sometimes months in advance. Acute patients 
can “walk in.” However, there is no guarantee that they will be 
seen that day. In many cases, the patients will be forced to seek 
care in our emergency department while waiting for appointments 
in VA clinics. 

The continuity of care that is provided to our veterans is the sec- 
ond area of concern for our community. Problems occur related to 
communication between providers, long-term-care placement, and 
the options for homeless veterans. 

First, follow-up communication between VA providers and local 
primary care physicians is non-existent. In addition, it is difficult 
to obtain records from the VA clinics regarding ancillary testing 
and current medication lists. 

Second, it is challenging for hospitals to place patients needing 
long-term care. Many local long-term-care facilities are reluctant to 
accept VA patients due to poor reimbursement and the volumes of 
paperwork required. This results in longer lengths of hospitaliza- 
tion while placement options are being explored. It has been well 
documented that longer-than-expected hospitalization stays are 
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considered to be a patient safety issue due to the potential for expo- 
sure to hospital-acquired infections. 

Third, there are no resources for homeless veterans who do not 
qualify for placement in long-term care but are too sick to return 
to the street. 

I leave you with a patient care story that we have experienced 
in our own community. 

A 50-year-old veteran entered our hospital with liver failure. He 
needed residential hospice care because his elderly mother could 
not care for him during his last days. The only options provided by 
the VA were transfer to the Mountain Home facility 2 V 2 hours 
away or admission to a local nursing home. All of our local nursing 
homes were either full or initially refused the patient due to pay- 
ment concerns. The patient’s elderly mother sat at his bedside in 
tears due to fear that her son would be moved to Mountain Home 
and she would not be with him during his death. After 13 days of 
hospitalization, a local nursing home finally agreed to take the pa- 
tient. 

Thank you for your time and concern for our veterans in rural 
communities. 

[The prepared statement of Mr. Watson follows:] 

Prepared Statement of Alan Watson, Chief Executive Officer, Saint Mary’s 
Medical Center of Campbell County, LaFollette, Tennessee 

Chairman Akaka, Ranking Member Burr, and Distinguished Members of this 
Committee, and all others attending, thank you for the opportunity to speak to you 
today about the challenges small communities encounter when providing health care 
to our veterans. 

I am Alan Watson, Chief Executive Officer of St. Mary’s Medical Center of Camp- 
bell County in LaFollette, Tennessee. St. Mary’s Medical Center of Campbell County 
is located in a rural Appalachian community and provides 56 acute care beds, 10 
senior behavioral health beds, and 98 long term care beds. We offer a broad array 
of acute care services including Emergency Care, General Surgery, Pulmonary Medi- 
cine, Cardiology, Senior Behavioral Health and Imaging Services. 

In our county, almost one-fourth of the population is below the Federal poverty 
level. All of our healthcare providers provide care every day without the guarantee 
of adequate reimbursement for that care, making it hard to recruit physicians in 
this area. The National Health Service Corps has been a valued resource in recruit- 
ing providers to our areas, but we still need more health care providers in our 
community. 

Many of the patients we serve are veterans. 3,500 live in the county where our 
hospital is located. And I believe that they get wonderful health care from VA facili- 
ties if they are fortunate enough to have the means to travel to them, or live near 
them. Our concerns with the VA system are not with the care it delivers to veterans 
within the system, but with access to that care and continuity of care for our rural 
veterans. 


ACCESS to care 

Access to care for our veterans is limited by the distance to VA facilities and the 
number of providers available at those facilities. The closest outpatient clinic is lo- 
cated 1 hour from LaFollette in Knoxville, Tennessee. This clinic provides primary 
care, pharmacy, and limited diagnostic services. Specialist care is not available to 
manage the many disease processes identified in our veteran population. Veterans 
who require hospitalization and/or specialist care must drive to the Veterans Admin- 
istration Medical Center in Mountain Home, TN, a 2.5 hour drive. The next closest 
VA Medical Center is located in Murfreesboro, TN, a 3.6 hour drive. 

These distances present significant challenges to our veterans considering that 
many cannot drive and do not have family members available to drive them to 
Mountain Home or Murfreesboro. In addition, it is reported that local ambulance 
services are reluctant to transport patients because payment has been denied in the 
past by the VA. 
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The second limiting factor related to care access is the low numbers of providers 
at the various VA clinics. Appointments are scheduled weeks and sometimes months 
in advance. Acute patients can “walk in”. However, there is no guarantee that they 
will be seen that day. In many cases, the patients will be forced to seek care in our 
emergency department while waiting for appointments in VA clinics. 

CONTINUITY OF CARE 

The continuity of care provided to our veterans is the second area of concern for 
our community. Problems occur related to communication between providers. Long 
Term Care placement, and the options for homeless veterans. 

First, follow up communication between VA providers and local primary care phy- 
sicians is minimal or non-existent. In addition, it is difficult to obtain records from 
the VA clinics regarding ancillary testing and current medication lists. 

Second, it is challenging for hospitals to place patients needing Long Term Care. 
Local Long Term Care facilities are reluctant to accept VA patients due to poor re- 
imbursement and the volumes of paper work required. This results in longer lengths 
of hospitalization while placement options are being explored. It has been well docu- 
mented that longer than expected hospitalization stays are considered to be a pa- 
tient safety issue due to the potential for exposure to hospital acquired infections. 

Third, there are no resources for homeless veterans who do not qualify for place- 
ment in Long Term Care but are too sick to return to the street. In many cases, 
these patients remain in the hospital for long periods of time until their disease 
process can be managed in their homeless situation. Again, we have created a pa- 
tient safety issue due to the longer than expected length of stay. 

I leave you with two patient care stories that we have experienced in our 
community: 

A 50-year-old veteran entered our hospital with liver failure. He needed residen- 
tial hospice care because his elderly mother could not care for him during his last 
days. The only options provided by the VA were transfer to the Mountain Home fa- 
cility 2.5 hours away or admission to a local nursing home. All of our local nursing 
homes were either full or initially refused the patient due to payment concerns. The 
patient’s elderly mother sat at his bedside in tears due to fear that her son would 
be moved to Mountain Home and she would not be with him during his death. After 
13 days of hospitalization, a local nursing home finally agreed to take the patient. 

An 84-year-old veteran was admitted to our facility after being seen at a VA Med- 
ical Center 3 days earlier for a large ulcer on his one leg. He was a blind amputee, 
with many other medical problems. The patient was informed by the VA that his 
condition did not warrant hospital admission. Adult protective services listed his liv- 
ing conditions as extremely poor. His wife was already in a nursing home and they 
had no children or other local family members to care for him. Our case managers 
worked with the VA system for 6 days before approval was granted for nursing 
home placement in another community. Our staff spent hours completing forms and 
placing phone calls to obtain this approval. After his placement, payment to the hos- 
pital for our care was denied by the VA for his entire length of stay because it was 
not deemed a medical emergency and VA facilities were “feasibly available” to pro- 
vide his care. 

Thank you for your time and concern for our veterans in rural communities. 

Chairman Akaka. Thank you very much, Mr. Watson. 

Mr. Loftus? 

STATEMENT OF THOMAS LOFTUS, COMMANDER, THE 
AMERICAN LEGION, POST 45, CLARKSVILLE, VIRGINIA 

Mr. Loftus. Chairman Akaka, Senator Burr in absentia, and 
distinguished Members of the Committee, thank you for the oppor- 
tunity to speak today about veterans living in rural areas. 

My name is Tom Loftus. I work every day with veterans living 
in rural areas, trying to help them find health care. I am myself 
a veteran, a disabled veteran, having served in the Air Force Med- 
ical Service Corps during the Vietnam era and in the Public Health 
Service Corps as a commissioned officer, in the National Health 
Service Corps, and at the community health clinics. Having left the 
Air Force, I was also the Chief Operating Officer of the National 
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Health Service Corps, Region III. I was Chief Executive Officer of 
the Public Health Service’s Occupational Health Division, and Ad- 
ministrator of the Occupational Medicine Department at State. 
More recently, I have worked with a variety of community health 
centers on physician recruitment, physician retention, and staffing. 

What brings me here today is the situation in the community 
where I live — a small town in southern Virginia called Clarksville, 
population 1,200. The county has a population of 30,000. Prior to 
opening up this new command position at the American Legion, I 
was running a community health service clinic in Boydton, Vir- 
ginia, population 400. So, I am very familiar with the issues of both 
where you are located and health care delivery. 

Many of the issues that I have about the veterans you have al- 
ready heard. Many revolve around access to health care. Our par- 
ticular catchment area is in VISN 6 out of Durham. We are ap- 
proximately an hour and one-half to Richmond; we are an hour and 
one-half to Durham. 

The big problem is neurological problems. We are 4 hours to VA 
Medical Center Salem, 3 hours to VA Medical Center Hampton. 
Many of our patients who have PTSD have to go to group therapy 
either at Durham or in Richmond, or if they have profound psy- 
chotic diagnoses, which a lot of them do, they have to go Hampton 
or Salem. 

As a minimum, there should be community-based personnel who 
can assess Post Traumatic Stress Disorder and Traumatic Brain 
Injury, with the understanding that our veterans can get follow-up 
at VA Medical Center Hampton and VA Medical Center Salem if 
needed. The problem is access. Our particular part of the country 
has no intra-city bus service, no intra-city train service, and/or taxi 
service. The transportation situation does not offer an easy way for 
veterans and family members to travel. 

The second issue we have is we are part of a national network. 
Department of Health and Human Services’ Community Health 
Centers — and I was very impressed with Senator Burr’s comment 
that there is discussion going on between the Department of 
Health and Human Services, the Health Resources Service Admin- 
istration, Bureau of Primary Care, and the Indian Health Service 
to address the access issue that was spoken about earlier. 

People forget that we have 10,000 federally qualified community 
health clinics in the United States. In my area alone, covering six 
counties, we have seven of them — all fully equipped, very modern, 
well equipped. I regret to say that one clinic in Boydton, Virginia, 
is losing its board-certified psychiatrist next month, and its trau- 
ma-trained counselor because they cannot make a living on Med- 
icaid reimbursement — Southern Dominion Health System with its 
multiple clinics in Southside Virginia. 

Another issue is women’s health. A significant fraction of the 
staffing of the community health clinics are women. A significant 
fraction of students in medical school are women. A third of the 
graduates of medical school are women. So as a result, a significant 
fraction of women practitioners are in these community health 
services, and they should be utilized for veteran women health 
problems. Women have just as many problems as the men — PTSD/ 
TBI, family separation, relationship problems, et cetera. 
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One problem with the VA is voucher services. The only people 
that are allowed to get a voucher from the VA now is a 100-percent 
disabled vet. It is only good for $150 to $200. 

I will summarize by saying this: The simplest solution from the 
community health service is to put in a veteran medical center ter- 
minal — VA could put terminals into clinics. Most of these clinics 
have electronic medical records. I want to also compliment VA- 
Richmond and VA-Durham. They do a superb job in medical care. 
Thank you, Chairman. 

[The prepared statement of Mr. Loftus follows:] 

Prepared Statement of Thomas Loftus, Commander, 

American Legion Post #45 

Chairman Akaka, Senator Burr, and Distinguished Members of this Committee, 
and all others attending, thank you for the opportunity to speak today on behalf 
of veterans who live in rural areas. 

My name is Tom Loftus, and I work every day with veterans living in rural areas, 
trying to obtain health care for them. I am myself a veteran, having served in the 
Air Force Medical Service Corps during Vietnam and in the Public Health Service. 
Since leaving the Air Force, I have also been the Chief Operating Officer of the Na- 
tional Health Service Corps, Chief Executive Officer of the Public Health Service’s 
Occupational Health Division, and Administrator of the Department of State’s Occu- 
pational Medicine program. More recently, I have worked with community health 
centers on provider recruitment and health care management services. 

What brings me here today is the situation in the community where I live, a small 
town in Southern Virginia, called Clarksville. As Commander of American Legion 
Post #45, I hear the concerns of our veterans daily. Many revolve around their ac- 
cess to health care. Veterans in my community must travel 3-4 hours to Salem or 
Hampton, Virginia for neurological care. A 3-4 hour trip can be overwhelming for 
some of our veterans with Traumatic Brain Injury. 

At a minimum, there should be community based personnel who can assess 
veterans for Post Traumatic Stress Disorder and Traumatic Brain Injury, with the 
understanding that our veterans can follow-up at the Hampton and Salem hospitals 
if needed. Even for our veterans needing routine care for conditions like diabetes 
and high blood pressure, or group therapy for mental health conditions, they must 
travel 1-2 hours to Durham, North Carolina, or Richmond, Virginia for these 
services. 

There are some who believe that the problems of rural veterans have been solved 
by reimbursing community providers under a fee-for-service system. Under this sys- 
tem, the VA gives the veteran a voucher that they can use to get a specific screening 
or test in the community. The voucher amounts vary but in our area are usually 
in the $150-$200 range. These are episodic payments for one time use. They are 
available only sporadically and not used for routine medical care. 

This creates a situation where veterans receive occasional care in the community, 
which is often poorly coordinated with the care they do receive in VA facilities be- 
cause local providers do not have access to VA’s electronic medical record. While we 
understand that the VA could never construct a VA hospital or clinic in every com- 
munity like ours in the country, we believe there are opportunities for the VA to 
work with community health centers to provide care where VA facilities do not 
exist. For example, there are over 20 Bureau of Primary Care centers funded by the 
Department of Health and Human Services in Southern Virginia alone. 

To solve this problem the VA could credential and privilege VA providers to work 
in our community health centers, allowing them to service our veterans without the 
expense of building separate VA facilities. As VA employees, they would have access 
to the electronic medical record, and be able to put health information gathered in 
the community directly into the VA’s electronic medical record, ensuring that any 
provider seeing the veteran would have access to all of his or her health informa- 
tion. If it is not feasible for the VA to hire these providers, then they might expand 
their fee basis voucher system to allow private providers and clinics to care for our 
veterans. 

In short, every veteran, no matter where they live, deserves the best care our 
country can give them. The only way that this can occur is if the VA and our com- 
munities work together to solve this problem. 



48 


I thank this Committee for the opportunity to share with you the challenges our 
veterans in rural Southern Virginia and elsewhere face as they return to commu- 
nities without VA health care facilities. 

Chairman Akaka. Thank you very much, Mr. Loftus. 

Now we will hear from Mr. Kuntz. 

STATEMENT OF MATTHEW KUNTZ, EXECUTIVE DIRECTOR, 

MONTANA CHAPTER, NATIONAL ALLIANCE ON MENTAL ILL- 
NESS 

Mr. Kuntz. Chairman Akaka, Ranking Member Burr in 
absentia, and Members of the Committee, as Executive Director of 
the Montana Chapter of the National Alliance on Mental Illness 
(NAMI), I appreciate your invitation to testify before this Com- 
mittee. Also on behalf of the NAMI National Office, please accept 
NAMFs collective thanks for this opportunity. 

Mr. Chairman, my formal statement submitted to the Committee 
included information about NAMI and its work and important 
issues relevant to veterans living with mental illness under VA 
care. In the interest of time, I am not discussing those issues, but 
they are policy matters that I hope you will consider. 

As a proud and grateful consumer of the VA, I thank you for 
your work on this Committee. I also want to thank Senator Jon 
Tester for identifying me to your staff as a potential witness today. 
Senator Tester is an incredible ally in the fight to secure adequate 
treatment for veterans with mental illness. After my step-brother’s 
death, I called politicians across Montana to get help on this issue. 
Senator Tester was the only who called me, and I cannot thank 
him enough for that. 

For my background, I came into this position the hard way. I lost 
my step-brother to a PTSD-induced suicide 15 months after he re- 
turned from Iraq. It was a tragic and utterly preventable situation. 
I started fighting for better care 1 week after Chris’ death, and I 
continue to this day, eventually giving up my law practice and tak- 
ing over for NAMI. I will be addressing you from that position. 

Our main issue is geography. Plain and simple, Montana is the 
fourth biggest State in the country. We have over 147,000 square 
miles. That is 36 Big Islands, 3V2 States of Virginia, and 2 States 
of Washington. It is big. And we also have a high per capita need 
for these services. We have a high percentage of veterans. We bat- 
tle Alabama for the highest illness rate in the country, and we also 
have the highest percentage of wartime injuries per capita, with 
over 22 per 100,000. So I think it is a logical assumption that we 
also have just about around the highest rate of wartime PTSD per 
capita. 

Our challenges are further complicated by our State mental 
health system. It is overburdened and underfunded. With all hon- 
esty, we just cannot expect that they will be able to pick up the 
veterans that get through the cracks. 

We also have challenges in serving our Native veterans. A sig- 
nificant portion of our warriors come from Montana’s Indian popu- 
lation. They have distinct and proud cultural backgrounds, and the 
VA must serve them in a culturally sensitive manner. While we 
take our enemy as we find them, we take our heroes as they find 
us. Our tribal veterans’ representatives are a critical tool in this ef- 
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fort and making sure that the veteran does not become the “hot po- 
tato” between IHS and the VA. 

One of the most critical issues that we have is a lack of crisis 
beds in our community. Plain and simple, if a veteran in Scobey, 
Montana, wants to commit suicide, we have no humane solution to 
deal with that. It is an 8-hour drive to our State mental hospital, 
and that is a long time for one of our heroes to be stuck in the back 
of a squad car. 

We need to ensure that the VA has access to, or can arrange, 
geographically dispersed crisis beds to ensure that no veteran is 
made to travel more than 2 or 3 hours to a safe place of care. We 
are working on this at the Montana Legislature, but realistically, 
we cannot do it without your help. The lack of inpatient services 
is only making this worse. 

I will come to one last conclusion. I have been working with Sen- 
ator Baucus on preparing a screening measure for the l5epartment 
of Defense. The real way to tackle this problem is to screen them 
before they hit the VA. We cannot have them dumped on our sys- 
tem not having any treatment for their mental illnesses, and I ask 
you to support us in that fight. 

Thank you, Mr. Chairman. Mahalo and thank you for your 
kdkua. 

[The prepared statement of Mr. Kuntz follows:] 

Prepared State of Matthew Kuntz, Executive Director, Montana Chapter, 
National Alliance on Mental Illness 

Chairman Akaka, Ranking Member Burr, and Members of the Committee — As the 
Executive Director of the Montana Chapter of the National Alliance on Mental Ill- 
ness (NAMI), I appreciate your invitation to provide testimony to the Committee. 
Also on behalf of NAMI Executive Director Michael Fitzpatrick, our NAMI Board 
of Directors Veterans Committee Chairman Fred Frese, Ph.D., and our national 
grassroots Veterans Council Chairman, Ms. Sally Miller, a neighbor of mine from 
Bozeman, Montana, please accept NAMI’s collective thanks for this opportunity for 
me to testify before your Committee today. 

Mr. Chairman, as a proud and grateful consumer of services provided by the De- 
partment of Veterans Affairs (VA), I thank you for your work on this Committee 
to sustain and improve programs for veterans. I also want to thank Senator Jon 
Tester for identifying me to your staff as a potential witness today. Senator Tester 
has been an incredible ally through all of my experiences and involvement with vet- 
erans’ mental health issues. We are happy to have him represent God’s Country in 
the Senate of the United States. 

NAMI is the Nation’s largest non-profit organization representing and advocating 
on behalf of persons living with chronic mental health challenges. Through our 
1,100 chapters and affiliates in all 50 states and over 200,000 members, NAMI sup- 
ports education, outreach, advocacy and biomedical research on behalf of persons 
with schizophrenia, bipolar disorder, major depression, severe anxiety disorders, 
Post Traumatic Stress Disorder (PTSD), and other chronic mental illnesses that af- 
fect children and adults. 

NAMI and its veteran members established a Veterans Council in 2004 to assure 
close attention is being paid to mental health issues in the VA and especially within 
each Veterans Integrated Services Network (VISN) and at individual facilities. We 
advocate for an improved VA continuum of care for veterans with severe mental ill- 
ness. The council includes members from each of VA’s 21 VISNs. These members 
serve as NAMI liaisons with their VISNs; provide outreach to local and regional 
Veterans Service Organization units; increase Congressional awareness of the spe- 
cial circumstances and challenges of serious mental illness in the veteran popu- 
lation; and work closely with NAMI State and affiliate offices on issues affecting 
veterans and their families. Our members are deeply involved in consumer councils 
at almost 50 VA medical centers and we advocate for even more councils to be es- 
tablished throughout the VA system. 
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In respect to VA’s consumer councils, some of my NAMI colleagues have learned 
and have asked me to report to this Committee that some VA attorneys may be 
using the requirements of the Federal Advisory Committee Act (FACA) as a type 
of shield to prevent or obstruct the establishment by VA facilities of new consumer 
councils in the mental health area. This is a very worrying trend. A consumer coun- 
cil is not a Federal advisory committee in any sense of that concept. Participating 
in consumer councils is at the very heart of our involvement in the care of our fam- 
ily members who are veterans in VA treatment programs. VA’s own mental health 
strategic reform plan, adopted formally by the Veterans Health Administration al- 
most four years ago, prominently calls for the establishment of mental health con- 
sumer councils as a key component of advancing recovery as a model goal for the 
entire VA system. NAMI hopes you will use your oversight to examine now VA at- 
torneys could reach a conclusion that a VA mental health consumer council is a Fed- 
eral advisory committee within the meaning of the FACA, particularly in the face 
of the hundreds of councils that have been established by VA over the years. Hope- 
fully you can change their minds. 

NAMI’s Veterans Council membership includes veterans who live with serious 
mental illness, family members of these veterans, and other NAMI supporters with 
an involvement and interest in the issues that affect veterans living with mental 
illness. Also our Veterans Council and other NAMI resources are committed to a 
Memorandum of Understanding NAMI secured in 2008 with the Department of Vet- 
erans Affairs, to bring NAMTs signature education program, called “Family to Fam- 
ily,” directly into the VA mental health treatment environment. Family to Family 
is a formal twelve-week NAMI educational program that enables families living 
with mental illness to learn how to cope with and better understand it. 

NAMTs Family to Family program provides current information about schizo- 
phrenia, major depression, bipolar disorder (manic depression). Post Traumatic 
Stress Disorder (PTSD), panic disorder, obsessive-compulsive disorder, borderline 
personality disorder, co-occurring brain disorders and addictive disorders, to family 
members of veterans suffering from these challenges. It supplies up-to-date informa- 
tion about medications, side effects, and strategies for medication adherence. During 
these sessions participants learn about current research related to the biology of 
brain disorders and the evidence-based, most effective, treatments to promote recov- 
ery from them. Family members gain empathy by understanding the subjective, 
lived experience of a person with mental illness. Our Family to Family volunteer 
teachers provide learning in special workshops for problem solving, listening, and 
communication techniques. They provide proven methods of acquiring strategies for 
handling crises and relapse. Also, Family to Family focuses on care for the care- 
giver, and how caregivers can cope with worry, stress, and the emotional overload 
that attends mental illness in families. We at NAMI are very proud of Family to 
Family, and we were especially pleased last year that Under Secretary Michael 
Kussman and VA’s Office of Mental Health saw the wisdom of finally bringing 
NAMI resources like Family to Family into VA mental health programs at the local 
level. 

Mr. Chairman, section 7321 of title 38, United States Code, requires VA to ap- 
point a “Committee on Care of Veterans with Serious Mental Illness,” with clearly 
defined duties: to identify system-wide problems and specific VA facilities at which 
program enrichment is needed to improve treatment and rehabilitation, and to pro- 
mote model programs that should be implemented more widely within VA’s mental 
health practice. These are the expectations of Congress for that committee. Since 
2006, however, this Committee — an activity that at one time displayed inspired 
leadership and effectiveness in meeting this Congressional mandate — has seemingly 
become a functional arm of VA Central Office (VACO) leadership, and is no longer 
an independent voice for better services for the most vulnerable enrolled patient 
population: the chronically mentally ill. As an endorsing organization that holds 
designated seats on this Committee, NAMI is in full agreement with the Inde- 
pendent Budget for FY2010 that the current committee structure and function 
should be replaced by another activity that has more independence and an ability 
to communicate its findings directly to the Secretary of Veterans Affairs and to Con- 
gress without interference. NAMI joins the Independent Budget in urging the Com- 
mittee to take appropriate steps to reform this function. 

I joined the fight for better care for our returning servicemembers’ post traumatic 
stress injuries after losing my step-brother, Chris Dana, to a Post Traumatic Stress 
Disorder (PTSD)-induced suicide approximately fifteen months after he returned 
from Iraq where he served as a Humvee machine gunner with the 163rd Infantry 
Regiment of the Montana National Guard. 

Chris’s death was an ugly, painful, and needless tragedy. However, it did spark 
a major campaign in Montana for better treatment for our servicemembers and vet- 
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erans who are struggling with mental illnesses. The Governor put together a task 
force to analyze the problem and make recommendations. In October 2007, the Mon- 
tana National Guard implemented all of the task force’s recommendations. By the 
summer of 2008, the National Guard Bureau recognized that Montana had imple- 
mented the best system in the country for caring for post traumatic combat stress 
injuries, depression and other readjustment challenges. 

Personally, I ended up giving up my practice as a corporate attorney to serve as 
Executive Director of NAMI Montana. In that role, I would like to explain to you 
some of the challenges that we have in treating Montana’s veterans that are strug- 
gling with mental illness. 

All of the challenges are tied to the fact that Montana is the fourth largest state 
with a relatively small population, less than a million people. The state of Montana 
contains an area of approximately 147,046 square miles. That area is large enough 
to fit more than thirty-six of the Big Island of Hawaii. Montana is over three and 
a half times the size of the state of Virginia. We are also double the size of the State 
of Washington. 

The population of Montana has a significant need for treatment for combat-re- 
lated mental illnesses. We are also among the leading States in both the percent 
of wartime casualties per capita and the percent of wartime injuries per capita. I 
think that it is therefore a reasonable assumption that Montana is also among the 
highest States in PTSD related to the conflicts in Iraq and Afghanistan per capita. 

The logistical challenges of treating veterans with severe mental illnesses scat- 
tered across a state the size of Montana are obvious. But they are compounded by 
Montana’s lack of a strong mental illness treatment infrastructure for the VA to rely 
upon as a safety net. In NAMI’s 2006 Grade the States Report, Montana’s system 
for treating seriously mental illness graded out at an “F.” Based upon that grade, 
the VA cannot expect that the State of Montana will be able to provide treatment 
for veterans with mental illness who fall through the cracks of the VA system. 

While the Montana VA has admirably been able to utilize telemedicine to over- 
come some of the logistical challenges, some treatment challenges cannot be re- 
solved with high technology fixes. For example, our state desperately needs geo- 
graphically dispersed crisis beds to serve veterans in rural areas that have a mental 
health emergency. Put simply, if a veteran threatens to commit suicide in Scobey, 
Montana, we do not have a humane way to handle that threat. The distance from 
Scobey to our state mental hospital is 534 miles, an eight hour drive. That is a long 
time to have one of our combat heroes shackled in the back of a police car. It is 
also a long time for a small community that may have only three or four law en- 
forcement personnel to give up a deputy and a patrol car. 

We need to ensure that the VA has access to, or can arrange, geographically-dis- 
persed crisis beds to ensure that no veteran must be made to travel more than two 
or three hours to get to a safe place of care. 

The crisis beds issue is becoming even more critical due to the waiting periods 
at the Department of Veterans Affairs’ inpatient mental health treatment facilities. 
Last month, I worked with Senator Tester’s staff on the case of a Marine combat 
veteran with PTSD who had a co-occurring substance-use dependency problem. This 
veteran had been court-ordered into inpatient treatment because in the opinion of 
the court he needed immediate and critical help. The veteran was placed on a VA 
waiting list in November 2008 for an opening in March 2009. The court contacted 
me at the end of January when they were worried that the veteran was going to 
kill himself. Thankfully, Senator Tester’s staff ensured that the veteran got the help 
that he needed, but this veteran’s plight highlights the fact that our failure to treat 
a veteran’s mental illness at a preliminary stage will eventually lead to a higher 
and more expensive level of care. 

In the case of a crisis, it’s a level of care that the State of Montana really needs 
the Federal Government’s help on, because we cannot do it alone — especially given 
the current financial situation. 

That brings me to another important point. One of the major lessons from Chris’s 
death is that we can’t afford to wait for symptoms of the illness to become so over- 
whelming that servicemembers either reach out for help or have their lives collapse. 
In response to our bitter lesson, Montana implemented a face-to-face screening pro- 
gram for all of its returning servicemembers, upon redeployment and then every six 
months afterwards for two years. 

These screenings help open the way to provide effective treatment when the dis- 
ease is in its initial stages. Just like any other illness, early treatment is more effec- 
tive from both a medical and cost standpoint. In human terms, it can make the dif- 
ference between whether a veteran moves on to be a productive member of society, 
ends up on the street — or worse. In VA financing terms, early intervention and 
treatment can lead to lower health care costs and reduced disability ratings. 
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These screenings will allow the Department of Defense to treat military person- 
nel’s mental illnesses when they first arise, not drop them off on our rural VA 
health care system one step away from a full blown psychiatric or substance abuse 
crisis. 

I have been working with Senator Baucus and Senator Tester on developing draft 
legislation to implement the Montana Model on a national scale for the active duty, 
reserve and National Guard units and members who are coming home from combat 
deployments. I would really appreciate your support for that legislation. 

To summarize Mr. Chairman, in the year following my step-brother’s death, I was 
overwhelmed by the calls and letters that I received from veterans and family mem- 
bers who needed help. So I joined NAMI and gave up my practice as a corporate 
attorney to focus on advocating for people affected by severe mental illness. In that 
role, I have noticed three glaring issues that need to be addressed. 

The first issue is that we need to reduce the waiting times to gain access to inpa- 
tient mental health treatment facilities. Thankfully, as I mentioned earlier. Senator 
Tester’s staff ensured that a veteran in crisis was admitted earlier than VA had 
planned. But let me ask you: should we need to rely on a U.S. Senator’s intervention 
to get a combat veteran into a critical VA treatment program that might save his 
life? 

The second problem, especially important in Montana and other rural and frontier 
States, is that we need access to appropriate beds for our veterans who are in men- 
tal health crisis. The bottom line for me is that we need to ensure that the VA has 
access to, or can arrange, geographically dispersed crisis beds to ensure that no vet- 
eran must be made to travel more than two or three hours to get to a safe place 
of care. 

The third concern is that diversionary courts can be excellent tools to get veterans 
who are struggling with mental health issues the help that they need. In the in- 
stance of the Marine I described earlier, the drug court likely either saved his life 
or kept him out of prison. We have a mental health court in Missoula that is simi- 
larly effective at helping sick veterans receive the help they need. I have even read 
about a “Veterans Court” that was established in Buffalo, New York, designed to 
help combat veterans who have fallen through the cracks. I would urge this Com- 
mittee and the VA to support the development of these diversionary courts for vet- 
erans, and especially combat veterans, and to make sure that VA reaches out and 
coordinates with the existing courts system to ensure the most timely and effective 
care possible, rather than allowing sick and disabled veterans to be convicted and 
go to jail or prison. 

Mr. Chairman, my colleagues at NAMI’s national office also asked me to highlight 
for the Committee a current collaboration between the Department of the Army and 
the National Institute of Mental Health (NIMH), on the development of effective 
suicide prevention strategies. According to my NAMI colleagues, the Army Secretary 
and NIMH Director have made this initiative a top priority for their respective 
agencies. I certainly agree it is critical that both the Army and the VA more effec- 
tively engage with the NIMH to ensure that suicide prevention efforts are grounded 
in sound scientific evidence, but I would also add from my experience that the 
Army’s efforts should extend to involvement of the National Guard Bureau and all 
the State National Guard adjutants, to bring these efforts to the ground in rural 
America, where our Guard members reside and must live after serving their deploy- 
ments in combat. 

Mr. Chairman, the National Alliance on Mental Illness is committed to supporting 
VA efforts to improve and expand mental health care programs and services for vet- 
erans living with serious mental illness. Our members directly see the effects of 
what the national Veterans Service Organizations have reported through the Inde- 
pendent Budget for years: chronic under-funding and late funding of veterans’ health 
care has eroded the VA’s ability to quickly and effectively respond to present-day 
and projected requirements, even with the infusion of new funds it now is receiving. 
Until very recently forward motion has been stalled for years on VA’s “National 
Mental Health Strategic Plan,” to reform its mental health programs — a plan that 
NAMI helped develop and fully endorses. NAMI wants to see VA back on track for 
improved access to mental health services for veterans returning from Iraq and Af- 
ghanistan, as well as others diagnosed with serious mental illness — all important 
initiatives within the VA strategic plan. NAMI hopes the Committee will agree that 
oversight of VA’s implementation of the National Mental Health Strategic Plan and 
its recent announcement of a “Uniform Mental Health Service” benefits package, 
would be beneficial to ensuring its progress toward full implementation, to provide 
help to the newest war veterans and all veterans who live with mental illness. 

Mr. Chairman, this concludes my formal testimony. My colleagues at NAMTs na- 
tional office and I hope you will take all of our views into consideration as you con- 
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duct the important work of this Committee. Thank you again for inviting me to tes- 
tify. I would be honored to answer any questions that you might have. 

Chairman Akaka. Thank you very much, Mr. Kuntz. We are cer- 
tainly glad to have you here. I will now defer to Senator Tester for 
his questions. 

Senator Tester. Yes, thank you, Mr. Chairman. We will just 
kind of go down the line. 

Reverend Flippin, I have a couple questions on the CARE-NET 
program. Eirst of all, is it Statewide? 

Rev. Flippin. Yes, it is. It covers all 55 counties. 

Senator Tester. That is good. Do you know — how is a person re- 
ferred to your program? 

Rev. Flippin. Through ten mini-grantees that we have dispersed 
throughout the State of West Virginia. Initially we were funded 
with enough money to go out and subcontract within our rural 
communities so we would be able to find out exactly what is going 
on. So we have our feelers throughout the State. 

Senator Tester. OK. And I assume those same feelers that make 
the referring, they also know who to match people up with? 

Rev. Flippin. No, they do not. 

Senator Tester. How do you do that? 

Rev. Flippin. That then becomes my job. [Laughter.] 

Let me give an example of what may happen. We receive a phone 
call from a young lady who is 20 years old, has a 2-year-old son; 
she is 4 months pregnant, and her husband in the Guard is cur- 
rently in Afghanistan. She is having trouble trying to find a pro- 
vider, and so she calls CARE-NET. I then call a local area in West 
Virginia and ask them to find us a provider who will at least talk 
with her and get her on the right track. That is basically it. 

Senator Tester. Very good. How do you deal with issues that 
revolve around mental health? Or do you? 

Rev. Elippin. Could you repeat that question? 

Senator Tester. Excuse me. I will try to do it without the cough. 
How do you deal with issues that revolve around mental health? 
Or do you? Is that in your purview? 

Rev. Flippin. Basically, we will do a referral. We will call some- 
one in the mental health area, and then we will ask them for direc- 
tion. 

Senator Tester. All right. Well, I absolutely appreciate your 
work. Thank you very much for being here. 

Mr. Watson, you talked about your hospital facility in Tennessee, 
and I am just curious. Do you have mental health capabilities in 
your hospital? Do you have mental health professionals on staff? 

Mr. Watson. We only have mental health capabilities for senior 
adults — that basically is 55 and over. The younger adults that re- 
quire mental health capabilities, we must seek care in larger com- 
munities where there are mental health facilities. 

Senator Tester. I got you. So that would be — ^you talked about 
the hospitals being IV 2 and 2 V 2 hours away. That is where they 
would be typically? 

Mr. Watson. For veterans, yes, sir. 

Senator Tester. How about for regular folks? How far would 
they 
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Mr. Watson. For regular folks it would be 1 hour to Knoxville 
or 45 minutes to Oak Ridge, Tennessee. 

Senator Tester. OK. Just your perspective, and I am going to 
ask you the same question, Mr. Loftus, because you deal with com- 
munity health centers. You are dealing with a hospital. Do you 
think there are negative impacts that could happen on the VA with 
contracting services to hospitals? And you will get the same ques- 
tion about the community health center. Do you think there is any 
negative impacts to that? And if there are, what are they? Or if 
there are none, that is fine. 

Mr. Watson. I do not believe there would be negative impacts. 
I think it would actually enhance the services that the VA is cur- 
rently offering by contracting with local providers to take care of 
those veterans before it becomes an emergency. 

Senator Tester. Good. How about you, Mr. Loftus? 

Mr. Loftus. Yes, I agree with that. As a matter of fact, there is 
a pilot test in VISN 6. The principal investigator is Dr. Harold 
Kudler, who is the head of VISN 6 psychiatry. I serve on a com- 
mittee with him called “Virginia for Heroes.” We are doing a pilot 
test in Hampton, Virginia, where the VA works with the local Com- 
munity Services Board, which are mental health services and field 
welfare offices. We were trying to get the PTSD/TBI assessments 
done at the lowest level in the community so these undiagnosed 
veterans can be screened and processed. This is a consortia be- 
tween the State of Virginia, the Virginia Commission on Veterans, 
the Medical School of Virginia in Richmond, and VISN 6-Durham, 
North Carolina. 

The answer to your question is no, there is no stigma to it, as 
far as I am concerned. 

Senator Tester. Actually, I am not talking from a stigma stand- 
point, just the numbers, I mean for providers. Your hospital has to 
have a certain number of patients to maintain a level of profit- 
ability. The same thing with the clinics. If you are going to stay 
open, you have to have a certain number of people. 

I guess the question I had is if we — and I agree there is need for 
contracting services, but I do not want to take away from the VA’s 
effectiveness by pulling down their numbers. But you do not see 
that as a problem? 

Mr. Loftus. No, no. The biggest problem is reimbursement. That 
is your biggest problem. Community health clinics only have four 
payers: the medically indigent, the Medicaid, the Medicare, on a 
sliding-fee schedule, and commercial pay. 

Senator Tester. Right. 

Mr. Loftus. So, actually, the fusion of VA patients who are in- 
sured would actually be a boon to them. 

Senator Tester. In Virginia, are there any cases where CBOCs 
are combined with community health care centers? 

Mr. Loftus. No. There is a CBOC in Danville, which is about an 
hour from where we are. But because of some idiosyncracies with 
the VA, there are medical records issues. If you signed up in Rich- 
mond and you go to Danville, you have got to take all your records 
from Richmond and take it to the Salem Hospital. So, there are ter- 
ritorial problems with the VA. 



55 


Senator Tester. OK. I have got more questions, Mr. Chairman, 
but my time has run out. I will do another round if we can. 

Chairman Akaka. Thank you very much. 

Senator Burris? 

Senator Burris. Thank you, Mr. Chairman. I would just like to 
commend the panel for your work in this area. It is going to take 
dedicated persons like you coming before us to make the case and 
let it be known what is going on out there. 

I would like to ask Reverend Flippin, Do you find your resources 
are strained by the need of veterans in West Virginia for profes- 
sionals helping vets? Do they provide these services pro bono or at 
a discount? And what happens if the vet cannot afford the treat- 
ment? 

Rev. Flippin. That is a complicated question for the State of 
West Virginia, and I would like to do that for the record. 

Senator Burris. OK. Thank you, sir. 

[The information requested was not received by press time.] 

Senator Burris. Mr. Watson, the issue in your area with access 
and continuity of care for veterans, why has this not been ad- 
dressed previously? Or is it something that is just coming up? And 
what is the biggest weak link that has led to this failure to serve? 

Mr. Watson. I think it has always been a problem for rural com- 
munities, for veterans to just get to the local VA facilities — 2V2 
hours to one facility, 3V2 to another. So I do not think it is a new 
issue. It has been ongoing for years. 

Typically what has happened is the veterans just seek care 
among the routine medical systems and avoid using VA systems, 
if at all possible, just because of the distances. There do become 
times when veterans have to access the system, and I think that 
is when they begin moving to drive those distances. But I do not 
think it is a new problem that has just occurred. 

Senator Burris. Now, would some of these be some of the Viet- 
nam veterans who for so long did not come forward and now maybe 
some of them are coming forward, which is perhaps impacting the 
system more than it would normally? Not counting Desert Storm 
or the current Iraq/ Afghanistan situation. 

Mr. Watson. I think many of them have had private insurance 
through their employers, and so they have sought care among the 
local community providers. As they become unemployed or they re- 
tire and no longer have full coverage from their employers, then 
they will seek care among the VA system. 

Senator Burris. Do you see an increase in that, a pick-up from 
actually the Vietnam vets? Because they had all that confusion 
about those individuals who served, and they were really treated 
not so grandly when they returned home. And some of them were 
ashamed to even let it be known that they were Vietnam vets, 
which is just unconscionable. 

Mr. Watson. I cannot say that we have seen an increase in num- 
bers per se. It is just the traditional progress. If they no longer 
have commercial insurance or need supplements to Medicare and 
those type things, then they begin seeking care. 

Senator Burris. And one last question. Mr. Kuntz, how could the 
VA set up geographically diverse crisis beds for these mentally ill 
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patients? And where would they he located in your State? Or how 
would they he staffed? Do you have any thoughts on that? 

Mr. Kuntz. Senator Burris, I think realistically it will have to 
he contracted out. In our State, if I was in charge, I would probably 
put one in Glasgow, Montana, in our northeast; one toward 
Glendive or I might actually just put money into Billings to make 
sure that their clinic stays open, because they have got a clinic but 
it is closing; potentially Kalispell in our northwestern section; and 
I would probably be happy with the State hospital in the south- 
west, potentially Lewistown in the central — but I think it is going 
to have to be a partnership with our hospitals, and it is going to 
be private staffing. 

We are working with the counties in the State to try to get them 
in, but I think that we are going to need some additional help. Sen- 
ator. 

Senator Burris. Mr. Chairman, thank you very much. 

Chairman Akaka. Thank you very much. Senator Burris. 

You have just talked about working with VA. That is what we 
hope can be improved. Let me ask each of you that question. 

From your vantage point, how could VA best work with you and 
your organization to help that? Reverend Flippin. 

Rev. Flippin. First of all, I would say that the Veterans Adminis- 
tration and the Veterans Affairs Office, I think they have devel- 
oped such a tight, bureaucratic organization that they do not wel- 
come or they do not court outside assistance. I firmly believe that 
if we are going to be a bridge to our veterans, the community at 
large must be involved. The community at large cannot be closed 
out because we are not military. 

As an example, the community does not feel they are a part of 
the military force because they are not called upon to be directly 
involved in most of the activities that occur. And I find that to be 
the situation where I am daily dealing with the National Guard 
and the local community — the National Guard, they are doing a 
great job as far as referring their personnel. However, it is like a 
closed society, and the community wants to be involved in sup- 
porting our military veterans. The civilian community needs to be 
educated as well as the VA needs to realize that the good job they 
are doing is not getting to the community at large. 

And so, again, to summarize, I do not really believe we are going 
to help the invisible wounds, the mental illness and so forth, unless 
the civilian community is actively involved. And I am not talking 
about reaching out to churches; I am talking about reaching out to 
local community agencies who are nongovernmental or non-mili- 
tary aligned. And I thank you very much. 

Chairman Akaka. Thank you. Reverend. 

Mr. Watson? 

Mr. Watson. I believe that the best way for VAs to work with 
local community providers is just through partnerships. Use the 
physicians that we have in the communities to take care of the pa- 
tients early in their disease processes. When we do have to admit 
them to a local hospital, make it easier for us to provide that care 
for them locally, if possible. If not, make it easier for us to transfer 
them to an appropriate level of facility as close to home as possible. 
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And, finally, reimburse us when we do take care of these patients 
in a timely manner. As I said, 14 of our population is below the 
poverty level. We are already caring for a lot of folks that cannot 
afford to pay. And when we take care of a veteran, we need to be 
reimbursed timely and reimbursed for the cost of that care. 

Chairman Akaka. Thank you. 

Mr. Loftus? 

Mr. Loftus. Mr. Chairman, yes, I would like to propose that the 
VA actively look at doing a pilot test in the South Side of Virginia. 
We have got seven community health centers there. They are all 
brand-new, very modern. And there is a CBOC scheduled to be 
built in 2012 in Emporia. I do not know what the status of that 
is, but I certainly think we can implement many, if not all, of the 
recommendations that this Committee heard this morning as a 
pilot test. Thank you. 

Chairman Akaka. Thank you. 

Mr. Kuntz? 

Mr. Kuntz. Mr. Chairman, one of the critical things is educating 
family members. People with mental illness who have educated 
family members do better, and they are cheaper to treat. And the 
VA is partnering with NAMI to offer the family course. It is a free 
12-week course, and we just started up one in Helena last week; 
and we are pretty excited about it. I would have given anything to 
have taken that course when our family needed it. 

But one of the things that we need to do is work with the VA 
on offering that course via teleconference, because it is going to be 
hard to get family-to-family in Molokai or in Heart Butte. But we 
can do it via teleconference when they get the teleconference equip- 
ment in Molokai. 

Thank you, Mr. Chairman. 

Chairman Akaka. Thank you so much. Thank you for your re- 
sponses. 

I am going to ask Senator Tester for his questions and also to 
preside as Chair of the Committee. 

Senator Tester [presiding]. Thank you, Mr. Chairman. Thank 
you very much. I have just a couple more questions. 

Thank you all for being here. I mean that as sincerely as pos- 
sible. I appreciate your opinions and perspectives. I have got a few 
questions for Matt real quick. 

You know full well about Montana’s National Guard program 
that is requiring a face-to-face, in-person mental health evaluation 
for soldiers returning from combat. It is something that you ad- 
dressed in your comments. How do you see that program working? 
Is it successful? Is it worthwhile? Is it money well spent? Is it time 
well spent? 

Mr. Kuntz. Senator Tester, I think it is a brilliant program that 
helps get the National Guard members who need help in before 
their life spirals out of control and they reach for help. We would 
throw them the line before they ask for it. And with mental illness, 
it is utterly critical to get early treatment, and it is far more expen- 
sive if we wait. And I think that the best proof for how well this 
is working is from the Montana National Guard’s own actions. 
They have already been recognized as the best National Guard in 
the country at dealing with this. But this was originally funded. 
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this face-to-face screening using LCPCs — our counseling session 
once every 6 months for 2 years upon redeployment — was originally 
funded by a grant from TriWest, and that grant ran out. And the 
National Guard immediately picked it up. There was no doubt that 
this was helping their soldiers. 

Senator Tester. If you think back to your brother’s situation, 
was there an evaluation with him when he came out? I am talking 
about a mental health evaluation. 

Mr. Kuntz. There was a brochure that he was asked to fill out, 
Senator. 

Senator Tester. Was his hidden injury — could it have been 
caught if there was an evaluation, in your opinion? 

Mr. Kuntz. I believe so. Senator. I think that it may not have 
been caught immediately after redeployment, because I talked to 
him then, and he knew that he had some things that he was strug- 
gling with, but he thought it was just part of what he participated 
in. But the genius of the Montana screening model is it happens 
every 6 months. So, I do not think that they would have caught it 
upon redeployment. But, really, in my heart I believe that if they 
would have sat down with Chris 6 months later — when he could no 
longer go to drill, when he was having the flashbacks, when he was 
having trouble dealing with his own family — that is when that 
counselor could have got him to come out of his shell. But I will 
tell you, we tried later, a year later, and it was too late. 

So, we need staged things, because these things get worse. It is 
just like cancer or anything else. 

Senator Tester. OK. Well, I certainly appreciate the perspective 
on a ve^ difficult situation, and I once again want to echo what 
the Chairman said about the appreciation for you guys being here. 
We appreciate your time and appreciate your wisdom. 

We are adjourned. 

[Whereupon, at 12:04 p.m., the Committee was adjourned.] 
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Prepared Statement of Hon. Bernard Sanders, U.S. Senator from Vermont 

Thank you Mr. Chairman for calling this hearing today which focuses on such an 
important issue for every Member of this Committee because we all have rural 
areas in our states and suffer similar but also unique challenges in providing care 
to veterans in those areas. I want to welcome our witnesses who are with us today. 

Mr. Chairman, 12 out of Vermont’s 14 counties are either defined as entirely or 
mostly rural by VA. We have approximately 55,000 veterans in a state of roughly 
621,000. In other words, veterans make up nearly 9% of the population. We have 
beautiful towns and communities in Vermont but many of them are isolated and 
have trouble attracting quality health care providers and are far away from VA fa- 
cilities. 

The FY2010 Independent Budget, which was just recently released, contains some 
interesting statistics on rural America and health which they compiled from a num- 
ber of sources. Let me just list a few: 

• “Only 10 percent of physicians practice in rural areas despite the fact that one- 
fourth of the U.S. population lives in these areas. State offices of rural health iden- 
tify access to mental health care and concerns for stress, depression, suicide, and 
anxiety disorders as major rural health concerns. 

• Inadequate access to care, limited availability of skilled care providers, and stig- 
ma in seeking mental health care are particularly pronounced among residents of 
rural areas. 

• The smaller, poorer, and more isolated a rural community is, the more difficult 
it is to ensure the availability of high-quality health services. 

• Nearly 22 percent of our elderly live in rural areas; rural elderly represent a 
larger proportion of the rural population than the urban population. As the elderly 
population grows, so do the demands on the acute care and long-term-care systems. 
In rural areas some 7.3 million people need long-term-care services, accounting for 
one in five of those who need long-term care.” 

More specific to veterans, the IB states: 

• “There are disparities and differences in health status between rural and urban 
veterans. According to the VA’s Health Services Research and Development office, 
comparisons between rural and urban veterans show that rural veterans ‘have 
worse physical and mental health related to quality of life scores. RuralAJrban dif- 
ferences within some VISNs [Veterans Integrated Service Networks] and U.S. Cen- 
sus regions are substantial.’” 

And let’s take a moment to discuss where the members of our Armed Forces come 
from and return to when they are finished with their service. The Independent 
Budget notes that: 

• “More than 44 percent of military recruits, and those serving in Iraq and Af- 
ghanistan, come from rural areas. 

• Thirty-six percent of all rural veterans who turn to VA for their health care 
have a service-connected disability for which they receive VA compensation. 

• Among all VA health-care users, 40.1 percent (nearly 2million) reside in rural 
areas, including 79,500 from ‘highly rural’ areas as defined by VA.” 

In Vermont, like elsewhere in the country, many of our newer veterans are mem- 
bers of the National Guard and Reserve. As we all know, since September 11th, the 
Guard and Reserve have been called up to active duty in unprecedented numbers. 
Since that time more than 450,000 of these part-time soldiers have deployed to Iraq 
or Afghanistan; more than 800 of them have died. 

We need to make sure that the VA properly cares for these citizen-soldiers that 
have given so much. Frequently they are not as familiar with the benefits they are 
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entitled to and often do not have easy access to DOD military health facilities. This 
is the case in Vermont where we have no active-duty military installations. 

Given these challenges, we must redouble our efforts to provide hoth excellent VA 
care and access to that care in rural areas. Here are some of my priorities and inter- 
ests in VA’s work in this area: 

1. Continue the Expansion of CBOCs and Vet Centers: I believe everyone on this 
Committee hears about the benefits of CBOCs and Vet Centers back in their states. 
We need more of them to provide health care, counseling, and other services closer 
to where veterans live, especially in rural areas. 

2. New Transportation Models: We need to explore new ways to develop programs 
partnering local, county, and state transportation agencies with those programs al- 
ready operated by the Disabled American Veterans and the VA so that we can in- 
crease the help provided to bring veterans to the VA care that they need. I know 
that currently there are certain limitations on the type of VA patients that the DAV 
or VA employees can transport to VA for care and we need to examine changes to 
those rules. We need to use existing programs as much as possible and make sure 
we are leveraging resources that are already in place. 

3. Caring for Families: When we talk about care for veterans in rural areas we 
also need to make sure that we are talking about care for rural families of veterans. 
It is not just the veterans that may be isolated from care. We need to make sure 
that we are using the new authority which Chairman Akaka pushed for last Con- 
gress to allow the VA to provide more counseling services to the family members 
of veterans. What can we do to get more rural families of veterans to the VA? 

4. Increase the Use of Telehealth Services for Mental Health Counseling: In the 
White River Junction VA Medical Center in Vermont we are currently working on 
a pilot program proposal where the medical center would partner with a federally 
Qualified Health Center (FQHC) and a Community Mental Health Center (CMHC) 
to serve as locations to facilitate tele-mental health services. This would allow a vet- 
eran to come into a FQHC or CMHC and link up over a secure network with a VA 
mental health clinician down at the medical center. We are still in the development 
stages of this proposal but I hope it can become a model to be replicated in other 
parts of Vermont. 

5. More Peer-to-Peer Outreach: In recent years the VA has taken steps to improve 
its outreach to veterans using advertisements, letters, and phone calls. These are 
good steps but more needs to be done. Especially in rural areas, we need to do more 
peer-to-peer outreach where we use VA-trained veterans, preferably combat vet- 
erans, to help reach out to returning servicemembers, older veterans, and their fam- 
ilies to make sure they know about and can access the services available to them 
at the VA, DOD, state and local agencies, and the profit and non-profit sectors. This 
could be for health care services but it could also be child care needs, employment, 
legal advice, etc. We have a program in Vermont that does this known as the 
Vermont Veterans and Family Outreach Program and it is quite effective. To date, 
over the last two years, the program has contacted 2,024 servicemembers and vet- 
erans and worked with them to fill out VA-developed mental health and TBI ques- 
tionnaires and where appropriate, connect them to relevant services. 

6. Better Pay for VA Employees: In order to provide good quality care for our vet- 
erans we have to make sure that we have enough well qualified staff and that we 
do ever 3 dhing we can to retain those we have and attract others. In Vermont, the 
challenge we are experiencing is that the locality pay that determines how most of 
our workers are paid is not updated frequently enough and we are losing VA em- 
ployees to other VA facilities in nearby states where pay is better. We need to make 
sure VA employees are paid competitive salaries so that they can afford to stay in 
rural areas. 

7. Do More to Expand Collaboration Between the Health Service Corps and VA: 
In preparation for this hearing. Committee staff research found that “the VA does 
not currently use certain Federal resources, such as the National Health Service 
Corps, to support its efforts.” I am a strong supporter of the National Health Service 
Corps and have worked to increase funding for them by $75 million in the American 
Recovery and Reinvestment Act that President Obama recently signed into law. I 
strongly urge the VA to develop a partnership with the excellent medical profes- 
sionals that are part of this program. I am aware that the VA has other outstanding 
programs for recruitment and retention of nurses, physicians, and other health care 
professionals in rural areas. I believe partnering with the Health Service Corps 
would greatly compliment your efforts. We obviously don’t want to drain the Health 
Service Corps staff from other areas in need but surely more can be done to work 
together. 

These are just some of the steps I think we need to take in order to improve the 
care for our rural veterans and their families. I believe the VA has made significant 
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progress in this area but we have a long way to go. I look forward to learning about 
VA’s efforts and hearing from the members of our second panel who can tell us how 
they experience rural VA care in the real world. 

Thank you Mr. Chairman. 


Prepared Statement of Hardy Spoehr, Executive Director, Papa Ola Lokahi 

Aloha Senator Akaka and Members of the Committee, Hawai'i Veterans, particu- 
larly those in rural areas, have multitudes of health care needs which presently are 
not being met by the Department of Veterans Affairs. It is commonplace at commu- 
nity meetings in Hawai'i’s rural areas to hear veterans identify their major issues 
and concerns: (1) lack of local access to primary care and specialty services; (2) lack 
of culturally sensitive health care providers; (3) inordinate amounts of time in com- 
munication, i.e. slow processing or no processing; and (4) lack of folks who can com- 
municate effectively with them and inform them of their rights and services avail- 
able to them. Often times these issues and concerns could be resolved very simply 
by having local health service providers already in these rural areas provide these 
veterans with their health care needs. Unfortunately, to date, the Department of 
Veterans Affairs has not seen fit to contract with community health centers or our 
Native Hawaiian Health Care Systems and/or other providers which could address 
our veteran’s health care needs right in their own respective communities. We 
would ask the Department begin to look at how best it could use existing service 
providers in rural areas to provide health care services to veterans. Unlike many 
VA clinics, most often the service providers themselves come from the same commu- 
nities as do the veterans so there is instant rapport. 

Papa Ola Lokahi (POL), the Native Hawaiian Health Board, also would like to 
put forth the concept of utilizing the network of Native Hawaiian Health Care Sys- 
tems (NHHCS), which operate throughout the State of Hawai'i — on every island — 
providing services to Native Hawaiians and others who avail themselves for health 
services. This network could be a valuable asset to the VA and its network of clinics. 

With the NHHCS, POL has recently undertaken a major veterans’ health initia- 
tive under the director of veteran Clay Park to better identify what the local issues 
are around health care for veterans and how better to address their identified 
needs. We would certainly look forward to assisting the Department of Veterans Af- 
fairs in any way that we could to improve the abilities of veterans to access and 
receive quality health care in rural areas in Hawai'i. 

Thank you for this opportunity to provide testimony on this critical matter for our 
country which has asked so much of our veterans. 
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